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This essay will look to address the different ways in which the experience of hearing 
voices can be framed. I will start with reviewing the traditional psychiatric 
conceptualisation o f hearing voices as an examplar of that which considers voices 
outside o f normal experience. Opposing evidence will be presented to question the 
validity of this, at the same time as supporting a more normalised conceptualisation. 
The implications of this are complex. I will not only consider how we achieve this in 
our own work, but also how difficult this is when service users are firmly placed within 
a psychiatric model which is the dominant discourse for the rest of society.
My reason for choosing this essay was fuelled by my desire to understand experiences 
related to psychosis as I started my first placement in a psychiatric in-patient unit. At 
the outset I confess to not thinking that hearing voices was ordinary. As I progressed in 
my placement and reading I developed my own position on the subject, one which 
favoured normalising the experience. This shift came about from integrating theoretical 
ideas with personal and clinical experience, and most importantly placing the experience 
within a real world context.
Given my new trainee status I have been carefiil not simply to denigrate the psychiatric 
conceptualisation as a way o f trying to establish in my own head, my identity as a 
Clinical Psychologist. To avoid this I remained grounded first and foremost by placing 
myself in the shoes of the voice hearer, who is of course central to this essay, before 
thinking about my response as a psychologist.
Can hearins voices be considered as part o f ordinary human experience ?
In this part of the essay, I will explore how hearing voices has been viewed by our 
society in recent years. Particular reference will be made to the way in which 
traditional psychiatry pathologises such an experience as a sign of mental illness. In 
contrast new research has emerged suggesting hearing voices is actually a relatively 
common experience in a non-psychiatric population, who may never come into contact 
with mental health services. It is important to consider therefore how such an 
experience becomes classed as abnormal. To do this I will look at the influence the
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prevailing culture and dominant discourse in society has in determining and upholding 
the (un)ordinariness o f such an experience.
Psychiatry defined — ^Outside the realm o f normal experience^ (David and Leudar 
2001)
Traditionally Psychiatry pathologises hearing voices as ‘arising from abnormal mental 
processes which only occurs in mental disease’ and therefore ‘outside the range of what 
is considered normal’ (David and Leudar 2001). Hearing voices, or as psychiatry calls 
them auditory hallucinations, are taken as symptomatic of mental illness and a result of 
some sort o f brain dysfunction. Research into possible causes o f these hallucinations 
has concentrated on biological theories seeking to establish qualitative differences that 
would distinguish those who hear voices from those that do not. In diagnosing mental 
illness, the psychiatric position takes a dichotomous approach with symptoms being 
present or absent against some clinical cut-off. They then assert that certain symptoms 
cluster together mid that these are indicative of an underlying syndrome. In regards to 
this hearing voices are given prime importance and are considered a pathognomic 
indicator, where their mere presence is sufficient to make a psychiatric diagnosis, often 
in the form of schizophrenia. Psychiatrists state this would be rare, but Lewinsohn 
(1968; cited in Romme and Escher 2000) found that within a psychiatric in-patient 
hospital those with a diagnosis of schizophrenia (30%) had an 84% probability o f being 
diagnosed if they had auditoiy hallucinations. Although this is an old study the method 
o f classifying what was called ‘first rank’
symptoms (Schneider 1957; cited in Challenger 1998) is exactly the same the system 
that is used today to make the diagnosis of schizophrenia (Leudar and Thomas 2000). 
There are additional criteria requiring the person’s social functioning to be reduced for a 
period of over 6 months but even with this there are exceptions (Morrison et al 2004). 
Therefore in relation to psychiatric framework, voices are not considered to be part of 
the ordinary human experience.
There are however several issues suggesting this may not be valid.
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Ordinary human experience 
Symptoms on a continuum
Some researchers have argued that rather than taking a dichotomous approach where 
symptoms are present or absent, that many symptoms could be considered traits that 
move along a continuum within a normal population. Bental (1990) explained this idea 
as a continuum which could go from normality to psychoticism, and from my 
understanding individuals would vary in the extent and strength to which these traits are 
expressed. Support for this comes from a study by Bentall and Slade (1985; cited in 
Slade and Bentall 1988) whereby university students were given a questionnaire to 
complete that measured a person’s disposition towards hallucinations. The result 
showed that a significant proportion of individuals were prepared to endorse even the 
most pathological o f items. For example, 13.7% o f subjects endorsed T often hear a 
voice speaking my thoughts aloud’ as certainly applying to themselves. Overall there 
was a wide range of scores which were normally distributed, suggesting there maybe a 
stable trait of being predisposed to hallucinate. Hearing voices could be considered part 
of the ordinary human experience due to the fact that these may be traits present within 
us all. This would naturally concord with how we view other traits linked to emotional 
disorders. The BPS document called Understanding Mental Illness (2000) provides the 
example of anxiety which naturally ranges from mild to extreme (and at some point 
considered disordered).
Voice hearers in a ‘normaVpopulation
Hearing voices may not be considered pathological as it occurs in a substantial number 
of people who have no psychiatric history. Following on from thinking about 
hallucinatoiy experiences lying on a continuum, it makes sense that the prevalence of 
this experience is much more common than psychiatry reports. In the most 
methodologically rigorous prevalence study to date, Tien (1991) interviewed 18,500 
from the general population, and found 2% heard voices. Overall between 10 -  15% 
reported experiencing hallucinations to one o f their senses. Only one third of these 
voice hearers were unable to cope with them and needed to obtain help. One criticism
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of this study was whether they were experiencing any other psychiatric problems which 
may explain this (Romme 1996). Barrett and Etheridge (1992; cited in Romme and 
Escher 2000) on a sample of university students found 30 -  40% reported to have heard 
voices and as many as 50% heard them between a daily and monthly basis. The MMPI 
was used to ascertain whether there was a connection between psychopathology and 
voice hearing. None was found. This clearly conflicts with the psychiatric assumption 
that hearing voices is indicative of some problematic underlying mental disorder 
requiring treatment. One might argue that the voices heard were different then for those 
with a psychiatric disorder compared with a normal population. However a study by 
Romme and Escher (1989; cited in Romme 1996) who recruited patient and non-patient 
voice hearers via the media found this not to be the case, with the characteristics o f the 
voices being similar.
Hallucinations can also occur in a wide range of circumstances, something that 
psychiatry makes little reference to. To name just a few; bereavement, trauma, sexual 
abuse, extreme social isolation and sensory deprivation, progressive deafiiess and 
alcoholism. As an example Rees (1971; cited in Leudar and Thomas 2000) a GP, 
surveyed 300 widows and widowers who had been bereaved. 50% had experienced 
hallucinations of some sort, with 13% having heard the voice o f their loved one and 10% 
speaking back to them as they were so convinced o f their reality. The incidence of 
depression was low and evenly spread across both hallucinating and non hallucinating 
groups (17.5% and 18% respectively). The interesting point here is that three quarters 
o f these people did not disclose hearing voices because they were afraid of being 
thought of as mad. Although some might criticise the study as the GP had a previously 
held relationship with all his participants and he was not a psychiatrist, I think this may 
tell us something quite useful. Clearly his bereaved widowers felt more comfortable 
and trusting of him. Like the Romme and Escher research, these people would never 
have come forward and been counted if it were not for the invitation to do so with the 
provision of a safe environment to disclose in. I think therefore that figures on the 
number of people hearing voices may even be somewhat conservative.
In thinking then whether this phenomenon can be considered ordinary, the sheer 
numbers o f those who hear voices in a variety of circumstances outside o f a psychiatric
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population suggests we can. Creating an arbitrary cut off for abnormality is futile and 
devoid o f meaning. As I try to consider how we should then think about hearing 
voices; it is apparent that there is subjectivity inherent in conceptualising what is 
considered normal. This leads me to my next point that just because these experiences 
are common, does not mean they can be declared ordinary.
Culturally defined
Different cultures have different ways of explaining the phenomena of hearing voices. 
Challenger (1998) talks about this in terms of having a ‘frame o f reference’, a set of 
ideas that one draws upon. Depending on the frame employed, there will be connected 
ideas about the way one responds to an individual who hears voices. Western culture is 
dominated by a medical frame, a psychiatric language being the dominant discourse in 
society. In other cultures however, particularly in developing countries, hearing voices 
can be interpreted in more spiritual ways such as witchcraft or conversely as shamans 
(Warner 1994). Some may see tiiem negatively, that of malicious spirits possessing an 
individual. Others may value their presence, with people actually trying to provoke it.
To illustrate, in the developing world the symptoms we associate with psychosis are not 
so likely to warrant a diagnosis o f ‘illness’. Erinosho and Ayonrinde (1981; cited in 
Warner 1994) presented ‘symptom’ profiles o f schizophrenia to people in rural Nigeria. 
They found that only 40% thought the person with paranoid schizophrenia was mentally 
ill and only 20% thought the person with simple schizophrenia was mentally ill. In 
comparison Americans given the same profiles nearly all thought the person was 
mentally ill. Unfortunately in urban areas of developing countries, at the same time as 
becoming more industrialised, attitudes have hardened towards people with mental 
illness. This shows even geographically sub cultures can emerge.
In some cultures it is socially sanctioned to hear voices and people may hold different 
beliefs about the origin of this experience. For example, in Hawaii the local discourse 
surrounding hallucinations are that they are confrontations from dead ancestors (called 
aumakua). In one study up to 40% of their sample reported to have experienced this. 
They believed that hallucinations resulted from a violation of a cultural taboo and the
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individual must mend their ways to get them to disappear (McDonald and Oden 1977; 
cited in Slade and Bentall 1988). Clearly here it is considered ordinary but it also has a 
positive purpose to morally guide individuals in their society.
The influence o f the media
The media is highly influential in defining the ordinariness of any experience of mental 
illness. Unfortunately within our society, the media presents an inaccurate stereotype of 
mental illness, particularly psychosis. British news coverage almost always portrayed 
the mentally ill negatively as violent criminals, murders and rapists, with negative 
stories outweighing positive ones by 4 to 1 (Barnes 1993; cited in Warner 1994). 
Misconceptions are spread through communication in the press which may bias 
reporting either due to ignorance of the issues or to sell papers. I feel that newspapers 
are also politically driven. They focus on rare negative instances in an attempt to 
reduce public support for the current political party in government. As the media is a 
main source of obtaining knowledge for busy adults, the result is an ill informed 
population who has little understanding of those with mental illness. Their response 
towards people with schizophrenia is fiielled partly by fear, with the outcome for 
sufferers being pushed aside in all areas o f life. They are discriminated in the job 
market, housing, social opportunities, and accessing health care. Society gives them 
the clear message ‘you are not ordinary’.
The difficulty for voice hearers viewing the experience as ordinary
Although we might accept this is part of ordinary human experience, the implicit 
message received fi*om psychiatric services I believe would make people feel that 
hearing voices is not ordinary. When utilising a medical fi*ame, psychiatrists will not 
explore the content o f voices as they believe to do so may increase the voice hearer’s 
pre-occupation with them. They also believe voices are simply a result o f a mental 
disease so this would be meaningless (Leudar and Thomas 2000). This lack of 
acknowledgement must be a very invalidating experience for the voice hearer. They are 
then given medication in an attempt to make the voices disappear, advised to ignore
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them and sectioned when symptoms are particularly florid. It must be hard for the 
individual to view this as ordinary when involved with the mental health system.
What implications mi2ht such a conceptualisation have for the wavs that Clinical 
Psvcholosists respond to service users who hear voices ?
I would suggest that we are only likely to come into contact with those people for which 
hearing voices are problematic. These are the people therefore I will focus on but I will 
bring in the experiences of those coping with voices as there is much to learn from their 
experiences. In terms of the psychological position of working with people who hear 
voices there are a number of different approaches including; looking at the relationship 
o f life history to current voices (Romme and Escher 2000), Cognitive Behaviour 
approaches (e.g. Kingdon and Turkingdon 2002), a Metaphorical or Pragmatic approach 
(Leudar and Thomas 2000) and an Information Processing approach (Bentall 1990). To 
answer the question, how might we respond to service users if we take an approach that 
considers hearing voices as part o f ordinary human experience, I consider it more 
informative to discuss broadly a way o f responding that applies regardless of theoretical 
position. To get caught up in detail of the models may detract fi*om addressing the 
issues of importance. Therefore fi’om my reading o f different models I have extracted 
what I believe are common themes in the spirit o f considering this experience ordinary.
Addressing disempowerment resulting from the psychiatric position
The initial starting place when working with voice hearers must be to consider what set 
o f ideas they have been exposed to and how they have made sense o f their experience 
thus far. The majority o f service users we see come via psychiatry and have been 
exposed to a medical frame of reference. I think the effects o f this can be very 
disempowering so a Psychologist must work hard to overcome the helplessness created 
by the system. For instance, if voice hearers believe that voices are a result o f brain 
dysfimction and that drugs are the only treatment, which I might add are not always 
effective, what impact would this have on how service users engage in their recovery? I 
think that this would reduce a person’s efficacy to believe they can do anything to alter 
their situation, creating an unhealthy dependency on the psychiatrist to make them better
Page 13
through medication. Psychologically, I feel sure this would create a sense of 
helplessness and hopelessness. Many health professionals have been accused of 
‘waiting for a biological key to be discovered’ (Polvoll 1990; cited in Challenger 1998). 
Until such time a general pessimism is conveyed to those working in the person’s 
system. Empowering people to explore their experiences put them at the centre of the 
recovery process. 1 wonder whether working collaboratively with them to discover that 
the voices that they hear may not be as random as they had first thought, could renew 
hope to engage in a therapeutic process.
Normalisation
If hearing voices can be considered ordinary, it is important that the Psychologist can 
communicate this to service users. Kingdon and Turkington (2002) call this process 
normalising. Sharing information as 1 discussed in the first part of my essay, may go 
some way to reducing the fear and stigma associated with their experience. This is a 
powerfiil process which not only reduces distress but opens up new ways o f thinking 
about experiences. 1 have recently seen a client who was very disturbed by a creature 
visiting her in the night, sitting on her chest and trying to suffocate her. 1 normalised 
this (10% population are reported to have experienced a hypnogogic hallucination or 
sleep paralysis) by providing anecdotes of others’ experiences and validating her own 
way o f making sense of this before proposing an alternative rationale to discuss. This
rapidly reduced her anxiety and enhanced her ability to collaboratively develop and 
successfully apply coping strategies. As a Clinician 1 would also certainly advocate the 
hearing voices groups. To hear the experiences from the service users themselves is 
often more credible than hearing it from a professional. In these networks, meeting 
others who may not be involved in psychiatric services also allows the experience to feel 
more ordinary.
Normalising the experience includes how we think about particular issues or problems. 
This was flagged up to me when 1 observed a psychiatry ward round and was told a 
patient would not consistently take the medication as he had ‘poor insight’ into his 
having a ‘mental illness’. On meeting him it was apparent that he had made a choice 
based on having adverse side effects from the medication and he was ‘refusing’ as a
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means o f asserting himself and take back some power from his overly dominating 
parents. It is easy for normal behaviour to be pathologised. The language and 
explanations used with clients can be normalised. Chadwick et al (1996) suggests 
encouraging patients to evaluate their voices against their knowledge o f everyday 
behaviour so that the voices lose their ‘mysteriousness’. He also suggests thinking of 
voices like any other normal relationship e.g. voices as a nosy neighbour (Romme 1996) 
or a blackmailer (Chadwick and Birchwood 1994).
Understanding and working with the persons own explanations
If we are saying that voices are ordinary, we must not make an assumption that everyone 
will want to get rid of them as it may either have some value for people or not 
significantly interfere with their life. Central to many psychological approaches is 
establishing what the meaning o f the voice is to the individual. From what we have 
seen the meaning will be very individual and different from person to person. Maher 
(1998 cited in Birchwood and Chadwick 1997) proposes that when an individual is faced 
with peculiarity in mental life i.e. voices, that they will operate under normal processes 
to try and determine their meaning. Therefore 1 think voice hearers will have 
constmcted their own subjective theory. We must remember when listening to the 
person’s narrative account not privilege our own psychological position, as it is merely 
that, a position and not an absolute truth. Their interpretation is equally valid as ours. 
As Romme and Escher (2000) would suggest our role may be to help them make sense 
o f their voices and explore and suggest constructs which may or may not be rejected. 
As discussed earlier our frame o f reference will inform how we think about a problem 
and what we might consider helpful. Fowler (1995; cited in Vaughan and Fowler 2004) 
proposes indirectly that we must be prepared to be flexible if the voice hearer does not 
share our way o f thinking about the voices.
Use o f an alternative frame o f reference
1 feel then that the central issue is whether the frame of reference they hold is causing 
them significant distress. If this is the case more constmctive alternatives could be 
evaluated with the psychologist. These alternatives however are mostly seen from a
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psychological frame. I recently read an article by Padesky (1993) who was attempting 
to explain Socratic questioning. She emphasises that in true guided discoveiy the 
therapist is unclear of the direction of their enquiry, but often therapists act more as if to 
“attempt to change the client’s mind” and lead them to “the answer”. In the latter case 
the answer becomes constructed by the therapist. In the same way, do we as 
psychologists lead people to a meaning compatible with our psychological framework? 
Service users knowledge of the different aspects of their voices is unique but it does still 
get mapped out within a framework. After all, the Psychologist gets to ask the 
questions and these are driven by the theoretical orientation. Another problem I have 
with this is that Psychologists are expected to use the most evidence based approach as 
referenced by NICE guidelines. I believe that this may impact on ftie degree of 
collaboration possible and our freedom to use whatever frame works for the client. The 
medical system will always have a problem with folk explanations as long as they 
remain unverifiable to science. When qualified and working in more detail with people 
who hear voices I would like to be transparent about the fact we may conceptualise 
hearing voices in different ways.
I do have a concem about the potential for misdiagnosis in ethnic minority groups. If 
we are saying that it is the cultural context which defines normality, what happens to 
immigrants who are not socialised to the western conceptualisation o f ‘illness’. They 
are likely to be judged by the British classification system. In government reports, we 
know that the incidence of psychosis in minority groups far exceeds that of the white 
British population. Second generation African-Caribbean immigrants to the UK are 5 
times at risk of psychosis than those of the sending population (Birchwood 1999; cited 
in Birchwood et al 2000). Birchwood (1999) speculates that this may be linked to inner 
cit dwelling and low socio economic class which promotes social alienation, something 
which is considered to be a risk factor. It could be however that what may have not 
have attracted a diagnosis in their country becomes pathologised in ours. In other 
cultures the cause of the voices is often seen as external to the individual, provoking less 
blaming attitudes towards them. The way a western system treats people who hear 
voices would be even more alien and fiightening to them. It also may have a knock on 
effect in communities who may come to fear our system and therefore won’t seek out 
the support that could help them.
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Helping people to cope with the voices
Hearing voices are widely experienced in the population and does not necessarily result 
in adversely psychological symptoms. The study by Romme and Escher (1989; cited 
in Romme and Escher 2000) showed it was not the experience of hearing voices per se 
that causes the distress but their inability to cope with them. As psychologists, our remit 
then may not be to eliminate the voices but work to reduce their influence and the 
distress they cause. White (1990; cited in Romme and Escher 2000) suggests that when 
the voice hearer can break away from the voice to a take an objective stance their quality 
o f life improves as they can think o f themselves in a different light. This means 
engaging with and focusing on the voices which is quite different from the psychiatric 
approach. Of particular importance in dealing with the distress seems that we need to 
understand the voice hearer’s perception o f power and control over these voices. These 
were variables that clearly distinguished psychiatric patients from non patient groups in 
Romme and Escher’s study. This is something a CBT approach proposes mediates the 
distress and depending on their perception o f the voices benevolence or malevolence, 
people cope differently by either engaging or resisting the voices. Interestingly Leudar 
and Thomas (2000) found though that when people ignored the voices they became 
more perseverative and negative than when the voices were engaged. If people hold a 
view that these voices are abnormal they are unlikely to accept their presence. I wonder 
then if psychologists should encourage people to accept the presence of voices, although 
not necessarily the content. Colman (1996; cited in Romme and Escher 2000) said ‘by 
becoming the owner of that experience and entering into a relationship instead o f a 
rejection o f the voices, it is possible to become victor and shape our own life actions 
again’ (pl9). Through acceptance people have found ways of coping, and thus a way of 
living. For example some have made an agreement of when to engage the voices so 
they could get on with the day outside these times (Escher 1993).
Compatibility o f our normalising approach with the outside world
In dealing with tiie distress, one issue that seems lacking in the literature is an 
acknowledgment of how much of the distress is a result o f stigma attached to the label of
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mental illness and the social exclusion experienced. I note that in research using 
advanced statistical techniques to determine which variables can account best for the 
distress observed, there is no measure of the impact o f stigma and rejection from society 
added into the equation. This is surprising given we know that there is a strong 
relationship between social exclusion and depression.
This stigma would certainly dissuade people from accepting their voices. I have been 
advocating empowering people through coping strategies but to what extent does the 
system reduce the sense o f control we are trying to build up? When people are repeated 
blocked retuming to ‘normal’ life, and their basic needs and rights are not met there are 
psychological consequences to this which must be addressed. Therefore in thinking 
about how we respond to people who hear voices, I think we also need to consider how 
we respond to the system around them. Staff training and consultation to discuss 
alternative ways o f conceptualising voices may reduce the discrimination shown towards 
the service user. On a wider level, I feel as a profession we need to support initiatives 
to tackle discrimination (such as those put forward by user organisations) and use 
psychological ideas to encourage tolerance and understanding. As professionals 
respected within a medical arena I feel we are in a position to keep putting these issues 
back on the agenda. Involving service users at policy level and governing boards helps 
develop a mental health service that addresses their needs. This same thinking needs to 
extend across society as well.
Finally in thinking about how Psychologists respond to service users, it is important to 
consider how our approach fits with other messages they are receiving. For example, if 
the voice hearer is seen by both the Psychologist and Psychiatrist within the team, how 
might our conflicting perspectives be received by the person. For someone who is 
already understandably confused there is the potential to add to this further. As we try 
to empower them through choices and making decisions through self understanding, 
psychiatrists are pursuing compliance and seeing any resistance as a lack o f insight. As 
we might encourage the person to develop an alliance with more positive voices (even if 
this meant an increase in the number of voices heard), psychiatry would see this as an 
indicator o f poor response to treatment and that they are still unwell. Our outcomes are 
different, our mixed messages unhelpful. Presenting a formulation that can incorporate
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both the psychological and the biological ideas such as the stress vulnerability model 
seems a good first step. For many reasons beyond the scope of this essay to discuss, I 
think we struggle to work harmoniously together but for the sake o f the client this is 
something worth striving towards.
In terms o f our understanding the experience of hearing voices, I think we are yet to 
establish a coherent model. People are conducting research within veiy different 
frames o f reference but it seems that researchers are oblivious to the results that each 
other are finding. This needs to be integrated some how. Psychiatiy has been the 
dominant discourse as a result of the way early psychiatrists defined the experience and 
the power and weight this medical explanation carries in society. That said there is a 
very slow paradigm shift. Interestingly, Romme and Kingdon are both trained as 
Psychiatrists yet support a more normalised approach. There is a growing evidence 
base, particularly in CBT, showing successful results. Many of the other approaches are 
currently concepts rather than elaborated models or treatment interventions. I believe 
that whilst continuing to gain insights into hearing voices, we must concentrate on the 
voice hearer and their explanations. Further research could also focus on more 
qualitative methods exploring in depth the experiences of those people who do cope with 
hearing voices. Regardless of how this experience develops, be it biologically, 
psychologically or otherwise, some people have managed to live with the voices with no 
help ft"om professionals. Let us try and learn something fi*om them too.
In conclusion I believe I have demonstrated the psychiatric model which pathologises 
the experience of hearing voices. I have argued that this may be invalid given the 
evidence that there is a high prevalence o f people hearing voices who have no 
psychiatric history, it occurs in a wide range o f circumstances, it may be a latent 
predisposition present in us all and finally the way hearing voices is defined is merely a 
social construction. How we respond to people who hear voices is by normalising the 
experience and exploring the meaning o f the voices with the individual. It may be that 
our role is to help people cope better with the voices rather trying to eradicate them 
altogether. This is because we know it is not the experience of hearing voices per se that 
causes the person distress rather their inability to cope with them. Also hearing voices is 
not always perceived negatively and could be valued by some. Working with someone
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who hears voices was discussed in the context of the system they lived in. This is a 
major challenge that the psychologist needs to consider.
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Assertive Outreach; Creative Use of Resources or Therapeutic Stalking?
This essay will consider whether Assertive Outreach (AO) services are a good use of 
resources by reviewing the research evidence on its efficacy. This will include whether 
AO are any better at engaging clients than traditional services, whether there are cost 
savings associated with this provision, and what other beneficial outcomes have been 
found. There are a number of limitations to the research in this field however, and 
organisational factors could impact on the effectiveness o f the service being delivered.
Outside of the issue of resources, the ethical basis o f the Assertive approach has been 
questioned, and this will be discussed. The service has been described as coercive and 
disempowering, manipulating the power relationship with clients to ‘encourage’ them to 
comply with treatment. The political agenda behind AO may have an impact on how 
vigorously professionals pursue clients, and the visibility o f professionals may 
undermine the client’s integration in the community. Whilst this appears to portray a 
negative picture, when asking the service users themselves how they perceive it, the 
response is generally positive. This essay will consider whether there are benefits and a 
necessity to this ‘stalking’ in those clients that would typically be excluded. 
Professional’s understanding of the therapeutic relationship, for me challenged the 
negativity previously discussed and some reflections about how this service may be 
made more ethically sound will be offered.
This essay has been far more difficult to write than I had initially thought. It raises so 
many dilemmas that touch upon our core values, that trying to weigh up the arguments 
to draw a conclusion seems to oversimplify the complexity of this area. I remain unsure 
o f where I stand on some the issues presented, and have a new found respect for those 
working in AO services who must reconcile these on an ongoing basis.
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OVERVIEW OF ASSERTIVE OUTREACH
Assertive Outreach and its Origins
Assertive Outreach (AO), also known as Assertive Community Treatment in America 
(ACT), is a model of service delivery which seeks to provide intensive treatment and 
rehabilitation to people with severe and persistent mental health problems, whom 
typically have a histories of poor engagement or are refusing traditional psychiatric 
services (Bond et al 2001). The template for this service has been derived from the 
original ACT model developed by Stein and Test in the US during the 1970’s (Stein and 
Test 1980). During a time o f deinstitutionalisation of patients to the community (Addis 
and Gamble 2004), the proponents were disturbed that mental health hospitals were 
ineffective in preventing the rapid readmission of patients who were showing little 
sustainable improvements outside of hospital (Bums and Fim 2002). They developed a 
comprehensive service which included intense follow up and treatment in their own 
neighbourhoods with positive results.
Key Elements o f Assertive Outreach
There are a number o f key ‘essential’ elements to AO. Bums and Fim (2002) describe a 
multi-disciplinaiy team approach, where improved functioning (work, social 
relationships and daily living skills) is the main focus. Staff should have small case 
loads, and individually tailor treatment. Importantly contacts should be in the 
community (‘in vivo’), which allows the training and transfer o f skills into real life. 
There should be availability of staff 24 hours a day and clients should be able to have all 
their needs met via the team.
What do the terms ‘Assertive’ and ‘Outreach’ refer to?
The Sainsbuiy Centre for Mental Healtii (2001) describes the importance o f investment 
in engagement with users of AO and the benefits o f a highly flexible and creative 
approach. An Outreach approach (i.e. bringing the treatment to the client rather than the 
other way round) is essential as these clients are often poor attenders of appointments.
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This is related to a number of issues; they may live disorganised and chaotic lives, be 
hindered by economic disadvantage that comes from being unemployed, living on 
benefits and in poor living conditions, making travelling to appointments difficult. Bums 
and Fim (2002) also comment on the lack of insight of clients who ‘may not believe 
they have an illness at all or lack an appreciation o f the importance o f treatment p37’.
The degree of investment in engagement is perhaps the most ethically controversial 
aspect to the service and involves ‘assertively’ continuing to attempt to engage with 
clients even when they have refiised to see the team. In a study which interviewed Care 
Managers and CPNs in AO services, of the 10 CPNs, none stated they would give up 
after the first refusal, but all would after the sixth refusal. However o f the 19 Case 
Managers interviewed, all stated they would continue indefinitely to attempt to engage 
and make contact (Ford and Repper 1994). O f those who will engage, the frequency of 
contact appears to be dictated by both the client’s need, depending upon changes in 
mental health (positive or negative), crisis or stresses in daily life but also by the staff to 
monitor and assess their client’s risk and functioning. If an individual will not directly 
engage, the service will then seek information via third parties, including their family, 
friends, neighbours, through places they frequent and local councils. Bum and Fern 
(2002) go so far to suggest that may also wish to look through the window for evidence 
o f a deterioration of mental health. As a last resort, AO staff can become involved in 
more restrictive compulsoiy detention, or supervision procedures.
ASSERTIVE OUTREACH: CREATIVE USE OF RESOURCES?
With staff working with a limited number of highly labour intensive clients clearly there 
are resource implications. Given the current climate within the NHS, demanding 
increasing efficiency and value for money, the question asked will be ‘Is this service 
provision worth it’? In line with evidence based practice, Williamson (2002) in talking 
about ACT/AO suggests ‘outside of psycho-pharmacology, no other service element in 
psychiatry has been the focus of so much research’ (p543). Many researchers have 
attempted to assess the efficacy o f AO/ACT in relation a variety o f outcomes, although 
this is not straightforward. In reviewing the research, much of it comes from the US. 
Although services were developed from the same model, and we must hold in mind
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whether this is directly applicable to a UK population. However most authors refer to the 
terms interchangeably and quote studies from across seas.
Better engagement
If AO are better at engaging hard to reach clients than CMHTs, it could be argued an 
efficient use of resources. In one study after two years 68% of ACT clients were retained 
in the service compared with 43% for community health care (Herinckx et al 1997). In 
UK studies, there was little difference however between the proportion of face to face 
engagement activities o f AO and standard care. It was shown however that AO services 
tried considerably harder to make contact, despite them failing to ultimately. On the face 
o f it there does seem to be some success, but if teams fail to make contact after making 
many attempts, from a service resource perspective it may be questionable.
Cost savings
Some of the early research sought to establish the potential cost implications of 
implementing an AO model over that of standard services. In doing so, they focused on 
the number and length o f psychiatric admissions as the target outcome variable. One 
might consider if  the periods of hospitalisation were reduced, so the costs o f this 
expensive resource would be saved, and AO services would be favourable in 
comparison. Bums and Santos (1995 cited in Redko et al 2004) in an evaluation of 
RCTs completed to date, found this to be the case. For example. Bond et al (1990) found 
that ACT clients used a third less days in hospital than clients in a control group, and 
this resulted in a 20% reduction in treatment costs overall. Research has also found 
reductions in hospital admissions when comparing AO to those attending drop in centres 
(Bond et al 1990), and those receiving case management (Essock and Kontos 1995). One 
might conclude therefore that AO services were meeting their objectives.
Other positive outcomes
Other beneficial effects revealed have included increasing independent living and 
moderate improvements in symptomology and quality o f life (Bond et al 2001). Lang et
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al (1999) also note improvements in community tenure, treatment involvement, housing 
stability, and support systems. A well cited study showed that the nearer a service 
adheres to all o f the AO principles, the better the patient outcome (McHugo 1999).
What outcomes should we be assessing?
It seems unclear what the goals of AO are when reading die literature, as each party has 
different criteria as to what constitutes a good outcome. For example. Is it complete 
management of risk (a government priority), an eventual return to CMHTs or an 
opportunity to engage clients with a view to treatment (a service priority), or is it 
integrating clients into the community or development o f a social network and 
vocational opportunities (a professionals priority), or it to meet the needs o f the 
population (client’s priority). It appears outcomes are only loosely defined and I wonder 
whether all can be met and whose priorities are privileged.
CRITIQUE OF THE LITERATURE
Methodological Issues
Some studies have found more inconsistent results as to positive outcome (Bums and 
Fim 2002). The quality of the research and the changing nature of services make this 
difficult to interpret however. Some authors, including the originators, implemented 
explicit guidelines to refuse rehospitalising any patients being managed in the 
community whilst not restricting access to the control sample (Gomory 1999). It appears 
then that the effect could be a result o f an administrative policy decision rather than a 
true measure of success of AO. There has also been an increase in homelessness since 
deinstitutionalisation and sometimes people with mental illness can end up in 
correctional facilities as communities are not prepared to provide services for them 
(Lang et al 1999). A shift in costs, whilst saving NHS budget, would detract fi-om the 
success of the model. In thinking about costings, it is often unclear whether researchers 
have accounted for those clients who would not engage with services or dropped out. 
Given how intensively professionals work with people, this wasted effort would have an 
associated financial cost.
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The impact o f organisational factors
As the health service becomes aware o f positive elements of AO services, more of these 
become incorporated into mainstream community services. This makes them less 
distinct from one another to observe differences between AO and traditional psychiatric 
care (McHugo 1999). Also in a Canadian study, cost containment and hiring freezes 
impacted on the make up of the MDT, with higher staff client ratios. This led to reactive 
service delivery (Krupa 2004). I know in the trust I work for this has been an issue, and 
if  the higher the fidelity to the ACT model the better the outcome, organisational 
decision making will impact on the effectiveness of what is being delivered.
ASSERTIVE OUTREACH: THERAPEUTIC STALKING?
Outside of the question over the efficiency of resources, another more controversial 
issue remains. The ‘assertive’ approach taken to engage clients could be viewed as 
ethically questionable. Those that provide services believe it is for the good of the client, 
however those who receive the service may experience it very differently. As Bums and 
Fim (2002) so eloquently capture
‘Patients may not share our associations with phrases such as “preventingpeople 
falling through the net”. Is this the sort o f  net that fish  are caught in or the one that 
saves the trapeze artist? It is important that we are sensitive to alternative perceptions — 
our conscientious persistence may he our patient’s harassment’ (pi 05)
It is clear that there are tensions in providing a service to a hard to reach population and 
professionals are frequently confronted with dilemmas. These dilemmas are a result of 
ethical, moral, professional and even political standards that often oppose one another, 
as I will now demonstrate.
Ethical Basis of Services
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Within the context of our work as psychologists, the issue of informed consent is 
paramount. More broadly it reflects a basic human right, that is, to be able to make 
decisions about our lives and for others to have respect for what we may choose. 
Assertive Outreach has been criticised for persistently trying to provide a service to 
those who have actively vocalised that they do not wish to receive it. AO clients are seen 
in their own homes or their local community, so unlike clients seen at CMHT offices 
who may behaviourally, if  not overtly, demonstrate that they do not wish to be seen by 
missing appointments, AO clients are pursued. Proponents of AO would to do this under 
the justification of upholding principles of benevolence and justice over that o f personal 
autonomy. Stovall (2001) suggests this is what motivates professionals to do this sort of 
community work, acting in the interests of the client, to reduce suffering, allowing them 
the same access to treatment as the rest o f the population.
Coercive Origins
An issue presented by critics is that AO/ACT services are innately coercive. Gomory 
(2002) offers quotations fi-om influential clinicians involved in the development of ACT 
who describe schizophrenic patients as being ‘chronic as they choose to be s o ’ and 
demonstrating ‘animal cunning in provoking staff, family and society at large which 
guarantee there continued hospitalisation and consequent rewards p738’ (Ludwig and 
Farrelly 1967 cited in Gomory 2002)’. There is evidence in what they say that the 
paternalistic notion of “knowing what’s best” for patients prevailed, and that clients 
would have to coerced be into “normality”. The values ascribed to were dictated by staff 
rather than clients. One hopes that mental health services have moved on from this, and 
within psychiatry there has been a move towards empowerment o f clients. Watts and 
Priebe (2002) suggest that there has been an increased acknowledgement of the client 
being the expert on their own illness and working collaboratively with health 
professionals. Yet when considering AO services, it may be questioned to what extent 
this actually occurs.
AO Services o f today: Empowering?
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In order to have AO clients living in the community, and with the view that one day they 
may be discharged back to community if  appropriate (as advocated by Bums and Fim 
2002), empowering individuals in their daily lives appears essential. Even for those who 
may require intensive services indefinitely, this appears a morally valid objective. In 
empowering clients, Spindel and Nugent (2000) suggests that professional must engage 
in activities that reduces the clients sense o f powerlessness by ‘building up their personal 
power, increasing resources, strengthening personal capacities....in turn building a 
stronger sense of se lf (p95). When evaluating Outreach programs, it would seem being 
pursued after the client has rejected services, goes in contradiction with empowerment. 
Tmly empowering a client according to these criteria would be for the professional to 
help the client to resist the intmsion of the AO worker if that is what they choose 
(Spindel and Nugent 2000). By continuing to attempt to engage the client so vigorously, 
it could be argued they are still holding the expert position, ‘knowing what is besf for 
the client, even before getting to know the client.
Manipulation o f Power
There appears an issue of power relations at the heart of this controversy over 
therapeutic stalking. Here it would seem that professionals can directly manipulate their 
power to ‘encourage’ clients to engage, and Bums and Fim (2002) are open in this fact. 
For example, if  a professional has access to information, services or skills which might 
benefit the client, they may enter into a negotiation, wanting some form of compliance 
with treatment in exchange. Altematively, for the client who is likely to have limited 
social contacts and experience isolation (Kmpa et al 2005), who is dependent on the 
clinician to meet his social needs, they may comply rather than lose the relationship. 
Taking over their finances, is not perhaps strengthening their own capability but 
remaining in control of the individual and their situation. Whilst the oppressive practices 
described around the development of AO services are less overt, there remains some 
implicit coerciveness. Williamson (2002) suggests it is helpful to consider coerciveness 
in the broader sense, to include persuasion, interpersonal pressure or inducements as 
well as threats or overt force. Those given a psychiatric label, Spindel and Nugent 
(2002) suggest, are reduced to a child like status who must passively do what the parent, 
or in this case the experts from the system, say.
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Risk elimination in disguise
Failures in caring for those with the most serious mental disorders in the community 
have been frequently reported in the media. After high profile homicide cases have been 
examined, the inference is that as a result of not being engaged and monitored by 
services, people with serious mental illness go on to commit serious crimes (Leff 1993 
cited in Bums and Fim 2002). The media continues to fuel this construction of mentally 
ill patients, and politically the govemment have made provision through the NSF for 
Mental Health (DOH 1999) stating that this client group should ‘receive care which 
optimises engagement, prevents or anticipates crises and reduces risks plO’. McAdams 
and Wright (2005) discuss how this has impacted upon the development of AO services 
which, in the UK at least, focus more on risk management than rehabilitation. Within a 
culture o f blame, inevitability this impacts on our clinical practices, such that the issue 
of risk becomes located with the clinician. Harrison (1997 cited in Watts and Priebe 
2002) suggests that this means that over-restrictive styles o f management and 
intervention can predominate with professionals, ‘not because of risk to their clients, but 
to risks to themselves should something go wrong’ p37. There is clearly a tension 
between on the one hand promoting autonomy and empowerment, and on the other the 
need for the management of risk and social control.
When clients repeatedly reject professionals, whose remit is to engage them, 1 wonder 
what feelings are created in the professional. How we define ourselves and our feelings 
o f self worth inevitably get tied up in our work. When rejected, there is the potential to 
‘stalk’ to protect our own psyche. Professionals would need good supervision to prevent 
them getting caught up in countertransference issues.
Impact o f ‘stalking’
In considering ethical standards of care it, we would all ascribe to the principle o f non- 
maleficience, which is avoiding harm to the client as a result of treatment. However due 
to the visibility o f ‘therapeutic stalking’ to members o f the community, it could be 
argued that the clients’ integration into the community and access to local resources and
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networks becomes compromised. Aubrey et al (1995) found that in relation to specialist 
housing for those with psychiatric problems, they served to identify them to others as 
having a psychiatric illness and thus inadvertently promoting stigma and contributing to 
further isolation. The same could be said of AO. The officious regularity with which 
professionals come surely has the potential to indicate to others that this person is 
somebody to watch, and have serious concerns about. This may undermine attempts to 
develop a support network, and if a client’s contacts are only with mental health 
professionals, this may encourage further identification with an illness identity. Whilst I 
agree with this to some extent, if someone is regularly becoming acutely unwell, and 
having episodes in hospital, this is likely to be clearly visible to neighbours. The stigma 
associated with tiiis is likely to generate more rejection than if a professional is helping 
them to maintain some sort of stability.
Client’s perceptions o f AO services -  a more positive impression
When considering whether AO is deemed as therapeutic stalking, it is most appropriate 
to ask the experts themselves, those that actually receive AO services. Although in the 
research there were a minority who experienced the service as intrusive and these should 
not be ignored, as many as 44% could not think o f anything they disliked about the 
service when asked and a substantial proportion complained about the under availability 
o f core features of Assertive Outreach, that is they wanted more of what was being 
offered (McGrew et al 2002). Further Redko et al (2004) found that 75% of service 
users responded that they were satisfied witii the service. Only 13% thought that they 
received too much support. O f importance however, 40% felt that they didn’t get enough 
say in the type of support that they received. Therefore one might say that service users 
didn’t mind professionals being there, but that they weren’t getting their needs met in all 
instances. One could argue that in these studies, researchers are unlikely to access those 
who had been ultimately successful in losing professionals in the chase thereby rejecting 
services, to know whether they had felt stalked. However for at least those who did 
engage it appears positive.
Should professionals give up?
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We must reflect on the reasons that clients might deny professional’s attempts to engage 
them. The rejection of services may partly represent the veiy essence o f the difficulties 
faced by this population. That is, a mistrust of other people as a result o f their own loss 
o f caregivers or broken attachments, the illness itself, or their previous experience of 
services. In a qualitative study by Watts and Priebe (2002), some clients commented that 
there was little point forming a relationship with clinicians as they would leave or have 
too little time for them. The authors inferred fi*om this that some clients would prefer to 
keep a psychological distance rather than risk another rejection. Interestingly in the same 
study, the mistrust expressed also related to client’s experiences with previous services, 
which they felt focused too much on medication, were seen as impersonal, paternalistic 
and not truly available to clients. In light of this it would be understandable that clients 
may not wish to engage with us, and so the arguments presented thus far become 
clouded. Should clients be denied the opportunity to receive services just because their 
early experiences preclude them?
Professional’s experience o f  engagement
The dilemma for professionals is that they are likely to have to repeatedly approach the 
client to engage them to overcome previous experiences. Addis and Gamble (2004) 
found when interviewing nurses from in AO services, that they believed that through 
early attempts to make contact they were showing their interest in the client by repeated 
visits and lengthy contacts. Far from ‘stalking’, the nurses felt that they could offer ‘an 
act o f genuine caring to demonstrate their desire to really know the client’ p454. Over 
time it appeared possible for clients to view the relationship positively. Research by 
Krupa et al (2005) found clients were able to come to include professionals in their 
trusted support network. They could be ‘someone to rely upon’, who were different from 
others, as one client described ‘less entangled than other relationships with family or
friends .....  safer and healthier’ p20. To truly provide equal access to services this
assertive approach may be necessary.
The necessity to ‘stalk ’
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The constant monitoring o f clients has been thought of negatively, as impinging on a 
client’s right to privacy. However in the study by Krupa et al (2005) clients appear to 
value the continuity and the fact that the professional has personal knowledge about 
them. As one client said ‘because staff know you, they recognise the symptoms before 
you do’ p21. It struck me that it is only through having this continuous relationship, 
being present through the good and the bad, that they can help clients. When clients are 
in crisis, unless they are already in an ongoing trusting relationship they are unlikely to 
accept support. Clients often don’t get picked up by psychiatric services until they are in 
crisis, by which point they would be more difficult to treat and support. AO services 
allow them to be more proactive with clients. My experience working in an acute in­
patient unit was fairly negative. It was incredibly disempowering and in many ways 
except for keeping clients safe, did little to improve their situation. Bond et al (2001) 
argues that helping clients avoid hospitalisation, means they can live more ordinary 
lives, thus increasing the choices they are able to make. To do this however clients 
would need to be ‘caught’ early on through a monitoring process.
Interventions when the client is ready
The charge of being intrusive has been made in relation to AO services. However I have 
been touched by the degree o f thought and refiexivity of AO professionals on how they 
minimise this. In the literature discussed so far, interventions have been proposed to be 
forced upon clients. However the key appears to be in the engagement process, and this 
means that staff have to work at the pace of the client not the other way round. Addis 
and Gamble (2004) found that nurses had to ‘judge the timing of interventions, taking 
cues fi-om the client on when they were ready’ p455. This meant they had to tolerate 
uncertainty about the client’s situation and mental health, despite it being uncomfortable, 
for the good of the relationship over the longer term. Bums and Fim (2002) describe 
being able to recognise when clients are doing well and giving them more space and 
independence. This feels that they are veiy much working alongside the clients. In 
contrast to taking the expert position, nurses felt more able to show a more human side 
o f themselves. Clients comments also don’t reflect a disempowered inferior position, as 
own client said ‘we are mental health workers in our own way, we’re taking care o f our 
own mental health’ p21 (Krupa et al 2005).
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Reaching typically excluded clients
My work experiences have shown me that during periods o f mental distress, attending 
appointments can be an insurmountable task, even when the motivation to be there is 
great. Having worked in a venue that is difficult to access without the use o f a car, I can 
empathise with clients and their relatives who may have to travel up to 2 hours door to 
door to reach us. Poverty is a very real obstacle to accessing treatment. AO is one of the 
only methods o f providing a service to some. For example, those who are homeless may 
not be considered as part o f the pool of people requiring services as within society they 
cease to exist. However AO teams can successfiilly support and improve the situation 
for these people (Dixon et al 1993). Few professionals working in a CMHT have die 
time or resources to provide this sort of care. Further, clients from ethnic minorities who 
are underserved by mainstream mental health services, due to linguistic and cultural 
barriers may receive treatment. Yang et al (2005) suggest that this client groups’ 
difficulties are compounded by migration, acculturation, language problems, 
socioeconomic disadvantage and discrimination. They found that AO services can be 
made culturally sensitive to the population which they serve, and showed successful 
reductions in hospitalisation, relapse and symptoms and very high levels of satisfaction 
(91%) were reported by clients. Whilst clients from minority groups and refugees can be 
seen at CMHT, the interventions are unlikely to be as holistic, taking into account 
systemic factors as AO services can provide.
How do we encourage ethical practice within services?
Stovall (2001) suggests that ethical principles often conflict, creating a multitude of 
dilemmas for professionals. What has been highlighted is the need to have good 
supervision structures and organisational support. Teams require help to reflect on their 
position and the tensions that occur in practice. Also I feel we need to be clear what is 
expected from AO services -  there appear to be different agendas depending on which 
party is asked. This may lead to confusion and ambiguity which may result in 
dissatisfaction. Phillips et al (2001 cited in Williamson 2002) suggests involving service 
users in research, planning and delivery o f services and actively seeking out their views
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where possible. It appears that research more recently has begun doing this, but I feel it 
is also down to the individual clinician and client to negotiate this in the context of their 
unique relationship. As observed, clients have different histories, issues and views on 
services and therefore this must be accounted for.
One way o f practicing in a more ethical way, is to really listen to what the client is 
asking for. Responding to the needs and wishes they identify is appropriate. Clients in 
the study by Watts and Priebe (2002) were often more interested in distal interventions 
(such as housing or help with benefits) which are often offered only after compliance 
with proximal interventions such as medication. Bums and Fim (2002) suggests this as a 
method of engagement, with the view that if the client’s priorities are first met, then they 
may continue to engage with other interventions. This appears a helpful exchange as it 
provides the client with the opportunity to know and tmst the professional before 
making a decision about whether they would like to accept other forms of help. These 
reflect the values of clients rather than our own.
In conclusion, for each negative factor presented, there appears a positive within it. In 
considering whether AO is a good use o f resources, it appears fi*om the research, all be it 
with limitations that it is. However it depends on your individual opinion. It is veiy 
difficult to put a price on ethical principles such as equity in access to treatment and the 
reduction of suffering for all and yet this is what the NHS must do. In relation to 
‘therapeutic stalking’, it is an emotive topic. I believe that perhaps emphasising the 
potential o f the service is important. It has the potential to be coercive in the same way 
that it has the potential to be respectful and facilitative and this is down to those who 
deliver services and the perceptions o f those who receive it. Striking the right balance I 
would imagine is incredibly difficult, and yet some how it does seem possible at least for 
some clients who would not otherwise engage with traditional services.
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The PBL Task in Context
Our Case Discussion Group (CDG) began when we were set a task. As a group we were 
to consider “Relationship to Change”. Our remit was undefined except that in six weeks 
we were to make a presentation to the rest of our year. An emphasis was placed on 
working collaboratively. It is important to put the PBL into context; it was more than 
just a task that we could move on from. These same people would be our group for the 
next three years and so this was the start o f developing ongoing relationships. What 
struck me early on within the group is how diverse we were, particularly in terms of 
personality. Questions went through my mind like “What if  we couldn’t get along? 
We’d be stuck together for the whole o f the course. Could the group tum into a source of 
stress rather than a source o f support?
Our Approach to the Task
Initially there was a great deal o f energy in discussions about our experience o f change 
in general. We got to know each other and our discussions were not constrained by any 
imposed structure. We honed down our ideas into a more specific topic, deciding to 
concentrate on our own experiences of change in relation to getting on the clinical 
course. We looked for possible theories that might fit the experience o f the whole group 
and initially, all the work was done in the group so as to maximise collaboration. Time 
was dedicated to producing a creative presentation that included quotations from each 
member of the group. The more substantial evaluation of the model was considered at 
the end once we had had the benefit o f actually applying the model. The presentation 
was delivered together and outcome was deemed a success by the group and the 
markers.
The group ran into some difficulties early on. Our meetings often felt directionless and 
whilst being animated, the tone sometimes became argumentative, with decisions being 
made in an uninformed way. It became clear that in our group, working collaboratively 
was equated with doing everything together. The potential advantages
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were that we would benefit from considering a range o f perspectives and that the group 
would feel more inclusive. The reality was there was rarely enough time to consider 
issues in sufficient depth so different perspectives were lost.
Group Process
I noted that when debates became more heated, some of the group, including myself 
became overly attached to their own ideas to the extent that it was difficult to move 
forward. I was reminded of the literature on Impression Management (Rosenfeld et al 
1995). As in any new situation, we were all, naturally, trying to portray a particular 
impression of ourselves. Could it be that in trying to put ourselves across in certain ways 
that this was interfering with the task? I realised that I had a strong desire to be seen as 
competent and knowledgeable. If the group accepted my ideas, would the image I was 
working hard to portray be affirmed? Or was it that the model Fd found really did seem 
the best at reflecting the experience of the whole group. I believe it was a bit o f both. I 
thought back to the diversity of the group again and how this was managed. Steiner 
(1972) suggests in relation to group productivity that diversity o f views can act as a 
valuable resource but only if  the group can avoid win lose competition in which 
members fight to win arguments rather than achieve group goals. Throughout the task 
we chose to ignore issues of diversity to the detriment o f our enjoyment of the task.
I was aware that what I had considered healthy debate was being viewed negatively by 
others in the group. Some of the group were not participating as fully as they could or 
would have liked. I naively assumed that if  someone had something to say then they 
would say it. Diehl and Stroeb (1987) talk about “evaluation apprehension” which is a 
tendency for individuals to refi-ain fi*om contributing in social settings because they are 
uncertain how they will be received. If  the group was dominated by more vocal 
members this would certainly not encourage the others to put their ideas forward.
Decisions in the group were made in a haphazard fashion due to time pressure and the 
way that discussions got overly heated. Russell (1999) suggests that people’s 
commitment to decisions will be affected by the way in which decisions are made. This 
in tum will impact on how effectively the decision gets implemented. In our group
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whilst in the most part people were engaged with the task, some of the group distanced 
themselves, even physically, from discussions. This was a powerful message that I did 
not pick up at the time. It has made me realise that process factors are equally important 
as the content o f the task itself.
Over time however, the group appeared to become more coherent. I considered the way 
in which Tuckman (1965) describes the stages o f development that teams go through. 
Stage 1 is “Forming” where people are initially guarded, impersonal and confused in 
relation to the task. Stage 2 is “Storming” where there is increased conflict as people 
jostle for a position power and show frustration with the slow progress towards the task. 
Stage 3 is “Norming” where communication becomes more open and the task is 
confronted. Finally, stage 4 is “Performing” where the group knows how it will function 
and the group becomes closer, trusting and more effective. This seems to fit our 
experience quite well. The point at which we came together also seemed to be when the 
reality o f doing the presentation kicked in we became aware o f the other groups 
presenting. Brown and Wade (1987) suggest that highlighting the salience of 
superordinate goals aids inter-group cooperation. This was tme o f our group as it 
became less about us as individuals and more about the overarching group goal. Time 
was running out and so we allocated work to each member and came together to discuss 
ideas. The effect o f this seemed to be a greater sense of team spirit and cohesion.
Reflection on PBL in light of clinical experience including identified learning points
Since being on placement I can see the similarity of our group experience to the teams I 
work with. When different professions get fixated on the correctness of their own 
perspective, inter-professional rivalries can occur. Mental health teams seem to focus 
more on similar skills shared within the team rather than on the unique contribution each 
profession brings. An individual’s professional distinctiveness can get threatened as the 
boundaries blur. Those involved may act out to reinstate their distinctiveness but in the 
process, team meetings become less about the client and more about the professionals 
themselves. As a responsible and accountable practitioner, I need to develop the capacity 
to facilitate quality decisions which are based on the best available information and 
weighed up in an unbiased way. To do this I feel I could use my knowledge o f group
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processes but I also need to learn to pay attention to my own intra-psychic processes and 
the negative impact these might have on others. As psychologists are increasingly 
consulting with teams about clients, for some members o f our group, finding ways to be 
heard within a group situation will be important.
The PBL showed me that when people are reluctant to contribute, there are important 
reasons for this which can affect their engagement with you and the work being done. 
From this experience, in my clinical work I am now more attuned to other people’s 
subtle but informative reactions and actively try and explore these with clients and 
colleagues. On each occasion this has proved to be a positive turning point in my 
relationship with others.
With regards to collaboration, since being on placement and considering models such as 
solution focused therapy I have learnt that you don’t need to provide all the answers. 
People come to therapy with their own valuable resources and ideas (O’Connell 
1998).Attending less to service users contributions would be disempowering. Bringing 
in different perspectives can open up other possibilities for action as well. When I look 
back to the PBL and those who contributed less, implementing the ideas of more vocal 
members of the group can not have been veiy motivating and probably reduced their 
engagement in the task. Only when eveiyone was involved in the task did we begin to 
produce better and more satisfying work. However I think our implicit assumption that 
collaboration meant doing eveiything together was misguided. Certainly in the NHS it 
would be un viable for eveiyday decisions although it may be appropriate for complex 
decisions with more serious consequences. If we were to repeat the PBL, and as a group 
we learn from our past mistakes, I think we should explore other ways o f being 
collaborative but in a more time efficient way. For example, using time together to 
discuss the structure and direction of the task but then allocating work to do outside the 
group. Findings could be brought back to the group and evaluated.
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Problem Based Learning Account 
The PEL Task in Context
Our task this to consider a case study about Mr and Mrs Stride, the learning disabled 
parents o f two young children. The task was fairly undefined except for some questions 
to prompt our thinking about the pertinent family, ethical and social issues of the case. 
PEL and indeed our Case Discussion Group were not new to us. The first year had been 
turbulent in terms of the development of relationships within CDG and the previous PEL 
had created tension within the group. Much of the effort I had made across the year had 
felt unreciprocated by some. With the multiple demands o f being on the PsychD, I was 
unsure whether I had the mental energy to invest myself into the process again. However 
during our first session together, our group had a more open discussion, where I felt able 
to raise some of my concerns from the previous year. Everyone seemed to show signs 
that they also wanted this year to be different and so, relieved but apprehensive, we 
settled into the task. This account will consider the group process during this exercise 
and the stark contrast between the two PEL experiences we have been party to thus far.
Our approach to the task
Initially some time was spent simply listening to peoples’ past experiences and 
knowledge around the issues we were to discuss. We capitalised on this to include 
multiple perspectives in our account. Everyone volunteered to take on roles throughout 
the development, write up and delivery o f the presentation. Interestingly we decided not 
to nominate a facilitator but to share the responsibility of moving the project forward 
between us. A literature review was completed so the content of the presentation was 
grounded, and each person read papers to bring back to the group. Eased on our review 
we made a video to illustrate the different perspectives and presented our work in the 
form of a television program to our peers and the markers.
The PEL went smoothly in comparison to the previous year. I think this was helped as 
we were much clearer about the structure o f the task and what was expected o f us. 
Rather than our approach being so different to last time, I would say that it was the
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change in the dynamic of the group that allowed us to utilise one another’s skills, 
knowledge and experiences to better affect. I wondered if not nominating a facilitator 
was a way o f side stepping some of the power issues that got played out last time. To 
some extent this may have worked as people were actually valuing each other’s 
opinions. However the disadvantage of this approach was that our overall time planning 
and organisation o f the task and what we wanted to achieve was somewhat chaotic.
Group Process Observations
Similarity of views within the group
Unlike our previous PEL, when we brainstormed the issues I was aware that we shared a 
similar outlook. There did not appear to be group polarisation (where decisions can 
become more extreme, in favour of a pre existing group preference Myers and Arenson 
1972; cited in Earon et al 1992) in relation to what should happen with the case. I 
wondered whether our identification as Psychologists held a normative influence on the 
position we took up in this case. In clinical practice I am mindful that we often take a 
cautious and more considered in our approach to emotive issues, thus reducing the 
likelihood of becoming polarised. Eoster and Hale (1990; cited in Earon et al 1992) 
suggest that this normative influence is stronger when there is greater ambiguity in the 
topic under discussion or when the topic concerns values and preferences rather than 
factual issues. In this way, having a psychologist within a group may be beneficial 
preventing polarisation in complex cases, although they may still be subject to the 
influences of group conformity.
I was also interested to consider the relationship between the importance o f the issue and 
the degree of polarisation. Myers and Lamm (1976) report that as issue importance 
declines, the polarisation effect declines. Although the issues being discussed in the PEL 
were important ones, the decisions we needed to make for the task were not particularly 
momentous and had no lasting implications. Therefore given our turbulent history in the 
group, it was perhaps psychologically more straightforward, with less potential for 
conflict, for our group to not get emotionally invested in our opinions on the topic.
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Group productivity
Group members were certainly more productive and committed to the group in the 
current PEL. Previously there had been what is known as ‘free riding’ in our group, 
whereby some put in less effort but still received the rewards o f successful completion 
o f the project (Kerr & Eruun 1983). During the PEL my intention had been to withdraw 
my efforts if  the same had occurred this time. This strategy is cited in the literature in 
relation to equity theory as a way people try and redress the inequity (Kessler & Weiner 
1972). However I don’t think this would have been a very adaptive coping method as it 
would probably have just put greater pressure on those already putting in the effort. 
Instead, by giving each person identifiable tasks, group members were under greater 
pressure to deliver their contributions and the division of work felt much more balanced. 
I was surprised by my positive reaction to this, and realised that my previous resentment 
had made me feel quite angiy before, although at the time I had not expressed it.
Acceptance in the group
In our CDG I would consider myself to be someone who was able to influence the 
group. When I highlighted the issue of time allowance and suggested a solution, the 
others rejected this idea. In previous PELs I would have pushed this fiirther as I knew I 
was correct in my reservations but on this occasion remained silent. My desire to 
conform within the group was quite strong. I think I was more reluctant to pursue my 
point as the group was finally starting to become more cohesive, and I was concerned 
with being accepted as an ‘ingroup’ person. Earon et al (1992) have called this high 
normative social influence, where even though an individual is aware they are right, they 
comply as their need to be accepted into the group is high. I was mindful o f the tension 
between people enjoying making our video which I felt was beneficial for developing 
relations over the longer term, and completing the task the most efficient way.
In my last account, I described Tuckman’s model of group development (Tuckman 1965 
cited in Douglas 1995) and thought that we had gone through all the stages. However on 
reflection I think that we only ever reached the ‘storming’ phase, and the positive 
feelings associated with getting through the task had made seem as though we had
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finally ‘normed’ and ‘performed’. Only in this PEL do I now feel we are now norming. 
This phase is characterised by acknowledgement of member’s contributions and 
community building, with leadership being shared. Members can begin to identify with 
one another and become more trusting in their personal relations, which gives a sense of 
belonging in the group. I believe that this process has been evidenced in my account 
above and reflects where our group is currently at.
Reflection on PEL in light of clinical experience
Prior to this PEL I found that the intensity with which groups ‘storm’ had led to me 
seeing working in groups as inherently difficult. Now we have entered a more 
constmctive and cooperative phase, it has challenged my negative preconceptions. From 
working on placement, I am struck by the difficulty groups have at reaching the 
‘norming’ phase. They seem to have a protracted ‘storming’ period. I wonder in the fast 
pace of the NHS whether groups tend to disband too quickly, or meet too infi*equently 
for the full group development cycle to be completed, and what impact this has on 
ongoing interpersonal relationships if groups end at the most negative phase. When I 
look back to the end of our first PEL, I think although the task had finished, the tension 
and negative impressions we took fi*om that experience did not dissipate when we 
changed back to just discussing our cases.
This storming phase is unpleasant and I know my own way o f coping, if this were to 
have continued, was going to be to reduce my investment in the group. I realise now that 
this is a method of avoidance against experiencing difficult emotion, but which is not 
helpful to either myself or the group. I think we would have been helped by having a 
reflective debrief at the end of the PEL, as this may have allowed us to move on to the 
norming phase more readily. I think skilled facilitation at this storming point could be 
very beneficial. In future work groups, I need to remind myself of the positive effects of 
sharing my feelings about group process with other members. However given it took a 
year of being in this group to feel safe enough to do this, I am not sure how easy this 
would be. A less threatening way of doing this might be to bring out into the open any 
negative preconceptions people may hold when first starting a group, in the same way 
that I have done when facilitating therapy groups. A large number o f people express fear
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of groups (Douglas 1995), and this may be an opportunity for members to make clear 
their dislikes and issues without necessarily having to give difficult feedback once the 
group has started to operate and faces problems. It might also open up an ongoing 
dialogue with which process issues can be raised.
I have realised I am not immune from the effects of group process issues. My need to be 
accepted into the group blocked me for pursuing a valid point that would have increased 
our time efficiency and thus quality of the overall presentation. I and others in the group 
need to learn that suppressing thoughts and feelings can be as unhelpfiil as openly 
displaying them in a confrontational way, not only to the valuable loss of contribution 
you make to the group but it can affect your feelings about the people within it. With 
clients we often comment on the unhealthiness of swinging between the extremes of 
being passive or aggressive in the communication of emotion and in the same way we 
too need to find a middle ground. Part o f being a professional may be about being 
prepared to say unpopular things sometimes. I believe this would be assisted by 
reflecting upon our motives, and judging the consequences o f speaking up or keeping 
quiet. In the past I have found it incredibly fiustrating working in groups and attending 
meetings that were not appropriately managed but never spoke up. Time is so valuable 
though that I think it is worth continuing to raise this as an issue to keep at the forefront 
o f people’s mind. If we were to do the PEL again, I would still share the leadership but 
have someone to monitor the time aspect.
Conclusion
In conclusion, the PEL experience has shown me the importance of taking a 
developmental perspective to groups. I am interested in considering further how we help 
groups make the transition between phases, as I have witnessed in myself and the teams 
I have worked in that this can be difficult to negotiate when working in the NHS. The 
greatest insight I have taken from this exercise is the need to bring group process into 
the room. Previously I had considered that an understanding of it would be helpful to me 
in my personal reflections, however I can see that it is only through sharing and 
discussing our observations that we can move forward to achieve better outcomes and 
stronger interpersonal relationships.
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Problem Based Learning Account
This reflective account will consider the final PEL exercise in our clinical training. 
Carper’s (1975) patterns of knowing will be explored to consider the different types of 
knowledge that might inform our understanding of the presented case. The account will 
cover some of my reflections on our group approach to the task and the methods chosen 
for the presentation, including the way this has developed across time. We had a change 
in group composition this year, and therefore I will discuss my observations of this and 
consider the impact on the group process.
Introduction to the task
This was the fourth PEL exercise we had participated in. Previously these exercises had 
been met by the group with a mixture of tension related to anticipation o f uncomfortable 
group dynamics and boredom that this was another academic exercise that must be 
endured. I remember feeling relieved that this would be our final one.
The task outline was about a 72 year old man who was bom in Pakistan and who 
migrated to the UK 30 years prior. He was experiencing difficulties caring for himself 
and there were a number o f possible hypotheses for this. There were issues within the 
family about who should, or was able to, provide care. Differences in the notions of 
family, religion and community in traditional eastern culture compared to more western 
ideals were reflected between characters within the case.
I thought this raised veiy interesting issues and the PEL felt an opportunity to explore in 
more depth aspects of diversity in a meaningful way. I was keen to take part in the PEL 
and I wondered whether my enthusiasm was related to the fact that we would be 
qualifying soon, and that opportunities to formally reflect on issues such as these would 
be more difficult to orchestrate after training.
Drawing on knowledge for the task
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I recently have come across a model that I feel adds something to my understanding of 
our response to the PEL. Carper’s (1975) model of fundamental patterns o f knowing 
offers a framework for viewing learning through reflection, which I believe is the 
purpose of the PEL exercises. Through reflection, it is argued that
‘there is a process o f grasping and interpreting the situation, envisioning what has to be 
achieved, and responding with appropriate action’
Johns and Freshwater (1998 p5).
This quote I feel describes what the task was requiring us to do. I am drawn to Carper’s 
model because there is recognition that how we think, and what we do, is not only 
drawn from scientific forms of knowledge, which I will now outline in relation to the 
PEL. Carper suggests four forms of knowing:
Empirical knowing:
We may be guided by theoiy and research to inform our practice. This fits with ideas of 
the scientist practitioner within the psychology profession. In the PEL we completed a 
literature review to find out more about the pertinent issues to the case. This is an 
approach I would also take in my clinical work when faced with something I am 
uncertain about.
Personal knowing:
Having personal knowledge, according to Carper, is a process of striving to know one’s 
self and we relate to another as an individual. For me this includes attempting to gain a 
deeper insight into our own values and belief systems. The PEL highlighted some taken 
for granted assumptions I held based on growing up in a westernised culture. In relation 
to placement, I wonder how cognisant other professions are about their own 
assumptions, and the degree to which these are imposed on clients. It is clear this is 
likely to set up negative interactions with our clients, who may disengage from services 
who do not have cultural competence (Wyneden et al 2005). I think therefore that 
diversity training would benefit from facilitating people’s personal knowing rather than
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providing only factual information, which I have found does not seem to stimulate a 
change in people’s thinking or practice.
Aesthetic knowing:
This type of knowing involves having a perception and empathy in the lives of others. 
The greater this is achieved, the more knowledge and understanding is gained (Sines et 
al 2001). This process was facilitated by each of us taking on the role of one o f the 
characters and immersing ourselves in how the might think or feel. I have seen this 
applied with carers o f people with learning disabilities, who may complete an exercise 
aimed at getting them to take on the perspective of the person they were working with. 
The impact on their subsequent practice was certainly transformative and allowed a new 
way of understanding and being with the client.
Ethical knowing:
Carper emphasises that within modem health care we are frequently confronted with 
difficult personal choices reflecting moral issues, especially in situations o f uncertainty. 
These tensions were clear within the exercise, both in relation to the family and how the 
services would co-ordinate to work with them.
Drawing on different types o f knowing adds more personal and thoughtful dimensions 
which can be overlooked, and yet are central to our understanding o f the work we do. I 
also noted our discussions naturally reflected the above forms of knowing to a deeper 
level than perhaps it would have done earlier on in training.
The Group Approach to the PBL
Development o f roles
The group worked collaboratively on this PBL. We all took responsibility for part o f the 
task, but spent most of our time discussing the issues together. We seemed to take up our 
natural roles within the group. Previously I saw myself in a leadership role, however this 
has changed to one where I encourage participation and discussion amongst the group.
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and clarify our plans for the completion of the task. I had assumed that one’s role within 
a group would remain constant, however mine has evolved. In many instances we may 
be required to respond more flexibly to what is required at the time. As psychologists we 
may be well placed to attend to these issues and therefore I will need to consider this 
when facilitating groups in the future.
The impact o f  a new member joining the group
I was interested to think about how our new group member would experience our group. 
I was aware of them actively seeking to fit in with the existing way that the group 
operated. A new member to a group is expected to comply with existing rules, to be 
considered a good group member (Moreland and Levine 1989). Our group was receptive 
to thinking about ways the group could develop, recognising what had gone before had 
not always worked. Kruglanski and Webster (1991) suggest that if  they interfere with 
the functioning of the group though, they are likely to be rejected. Therefore it is perhaps 
not unsurprising that they did not take up our offer to add their own ideas about the 
running of the group.
The new member did, unwittingly, challenge group norms. Feldman (1984) defined a 
group norm as ‘informal rules that the group adopts to regulate group members 
behaviour p 4 7 \  Norms however are often implicit, and therefore despite not wanting to 
stand out, there were occasions where I noticed they behaved in subtle ways that did not 
fit with our group. For example, being more challenging o f a viewpoint, or being more 
genuine in thoughts and feelings they choose to bring to discussions. This was accepted 
by the group and modelled a new way o f being which helped us progress in how we 
worked together.
Style and Content of the Presentation
Our presentation style changed this year in comparison to previous PBL exercises. In the 
past I think we chose slightly gimmicky methods, however this time the presentation 
was more serious. We asked the audience to engage in an exercise to think about the 
aspects of their own culture that has personal salience for them, and that they would
Page 62
want others to know about them if they were to feel understood by them. This was 
followed by a group sculpt of the family situation and relationships as represented by the 
referred client in the scenario. I was interested in our change of presentation method, 
and wondered about a number of issues which may have shaped our decision.
Firstly, I wondered if our past gimmicks reflected in part our need to try and dissipate 
the tension that existed within our CDG group. This perhaps had been a compensatory 
response to counter the underlying difficulties we faced. I am struck by the similarity in 
our response to the psychoanalytic defence mechanism reaction formation, whereby 
anxiety provoking or unacceptable emotions may be replaced by the direct opposite 
(Lemma 2003). However in the absence of the difficult group dynamics, I felt the focus 
o f our presentation could change to focus on the audience and what they might take fi-om 
it rather than on ourselves.
Secondly, I wondered if the fact that the family in the scenario was fi*om an ethnic 
minority impacted on how we were prepared to present them. Wilkinson and Kitzinger 
(1996) talks about whether, and how, we should represent members of groups to which 
we do not ourselves belong. Personally I think I would have felt uncomfortable as I 
would worry about being seen as inappropriate which I think reflects the current climate 
in public services. I think perhaps a fear o f being misunderstood may inhibit 
conversations about culture and I have realised that we must encourage free discussion 
about issues of difference if we are able to be able to engage with them.
Reflection on the experience of being a mature working group
It is interesting to consider us working as a group who has experience of PBL and each 
other. We seemed to have a common understanding between us and this could be 
thought about in terms of a shared mental model. Within a team, it has been argued that 
team effectiveness will improve if there is a shared mental model of the task, the team 
and the situation (Cannon Bowers et al 1993). To elaborate, this means having a shared 
understanding o f the task and what is to be achieved, the members (including their 
knowledge, beliefs, and skills), and also an agreement of effective processes to achieve
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the task (Cannon Bowers et al 1993, Johnson et al 2007). I would consider our group 
had achieved this level of understanding.
The effect o f holding a shared mental model was that we could get on with the task more 
efficiently. There was also less interference of difficult group dynamics that can be 
associated with the early stages of group development, for example the ‘norming’ and 
‘storming’ phases in Tuckman’s (1965) model. Instead issues were resolved and 
accommodations were made easily. The difficulty working in groups within the NHS is 
that we may only come together for a time limited period and I feel that it is repeated 
experiences of working together that facilitated our shared mental model. It may be 
however that the components outlined could be explicitly discussed in the group to 
accelerate this process.
Conclusion
I have taken a lot from the experience of this PBL. I have been stmck by how different 
the group experience can be once a group has tmly formed and is operating in unison. I 
have also learnt that roles and the composition o f the group may change and that this can 
have a positive effect on our overall performance. I have a greater appreciation o f the 
types o f knowing that can inform our work and I think this exemplifies the role of the 
reflective scientist practitioner. It is only through being in the group across the three 
years, experiencing the highs and lows, that I have gained a fuller understanding of 
what it means to be part of a group. This has been a valuable exercise that I am sure will 
stay with me, together with the insights it has generated, across my professional career.
Page 64
References
Cannon Bowers, J.A., Salas, E., and Converse, S.A. (1993). Shared mental models in 
expert decision making teams. In N.J. Castellan (Ed). Current Issues in Individual and 
Group Decision Making. Hillsdale, NJ: Lawrence Erlbaum Associates.
Carper, B.W. (1975). Fundamental patterns of knowing in nursing. JAS, 1,13-23.
Feldman, D.C. (1984). The development and enforcement o f group norms. Academy o f  
Management Review, 9,1,47-53.
Johns, C. and Freshman, D. (1998). Transforming Nursing Through Reflective Practice. 
London: Blackwell Sciences.
Johnson, T.E.., Lee, Y., Lee, M., and O’Connor, D. (2007). Measuring sharedness of 
team related knowledge: design and validation of a shared mental model instrument. 
Human Resource Development International, 10, 4,437-454.
Kruglanski, A.W. and Webster, D.M. (1991). Group member’s reactions to opinion 
deviates and conformists at varying degrees of proximity to decision deadline and 
environmental noise. Journal o f  Personality and Social Psychology, 61, 212-225.
Lemma, A. (2003). Introduction to the Practice o f  Psychoanalytic Psychotherapy. 
Chichester: John Wiley and Sons.
Moreland, R.L. and Levine, J.M. (1989). Newcomers and old timers in small groups. In 
P.B. Paulus (Ed.). Psychology o f  Group Influence. Hillsdale, NJ: Erlbaum Associates.
Sines, D., Appleby, P.M., and Raymond, E. (2001). Community Health Care Nursing. 
Oxford: Blackwell Publishing.
Tuckman, B. (1965). Developmental sequence in small groups. Psychological Bulletin, 
63,384-399.
Page 65
Wilkinson, S and Kitzinger, C. (1996). Representing the Other: A feminist and 
Psychology Reader. London: SAGE.
Wynaden, D., Chapman, R., Orb, A., Megowan, S. and Zeeman, Z. (2005). Factors that 
influence Asian communities’ access to mental health care. International Journal o f  
Mental Health Nursing, 14, 88-95.
Page 66
Summary of Case Discussion Group 
Process Account Year 1
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CASE DISCUSSION GROUP fCDG) PROCESS ACCOUNT SUMMARY 
SUBMITTED SEPTEMBER 2006
This account discussed my experiences of the CDG in the first year of clinical training. I 
started by reflecting upon the expectations created about CDG early in the course and 
my anxiety about whether these could be met. Our group was quite diverse in terms of 
styles of communication, degree of reflectivity and personality. I considered the 
difficulty negotiating these differences. Within the account, I thought about the typical 
role I took up in groups, and my personal style, considering how this might be perceived 
by others. I reflected on the different ways that group members may assert an influence 
on the group, and the individual variation in how this was dealt with. This influence 
could also be subtle. Nonetheless it had a powerful affect on the group, and impacted on 
how I felt able to use the CDG. The group seemed to struggle with addressing what I 
considered to be issues of importance, and the possible reasons for this were considered. 
We often took a problem focused approach to clinical cases and the advantages and 
disadvantages of this were discussed.
Agazarian’s (1994) systems theory to the ‘group as a whole’, which draws heavily on 
psychodynamic concepts, was discussed in relation to what was observed in the group. 
This theory suggests that the group’s development rests on roles, of which each has a 
fimction. I therefore considered the role that each o f us took up within the group. The 
different stages of development were considered in detail. Finally I reflected on what I 
had learnt from the group over the year. This included: aspects of group process; the 
assumptions we make about others; the need to tailor my response within a group at 
times, and how I might manage the personal and professional interface to support my 
development. My conclusion was based on a series of thoughts I had about the coming 
year and the future of our CDG.
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Summary of Case Discussion Group 
Process Account Year 2
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CASE DISCUSSION GROUP (CDG) PROCESS ACCOUNT SUMMARY
SUBMITTED JULY 2007
This reflective account discussed the challenges faced by the Case Discussion Group 
during the second year of clinical training. The work of Stock-Whitaker was drawn on 
throughout the account, to facilitate my reflexivity and understanding about various 
issues that occurred in the group. With the increased insights generated from this piece 
o f reflective writing, I was able to consider the implications for myself as a group 
member, and how the CDG experience might influence my position in groups in the 
future. It was also possible to draw parallels between my experience of CDG and my 
clinical practice.
The year began by the group considering disbanding. In the account I reflected on my 
feelings about this, and the reasons we might have so actively considered this as a 
solution to perhaps some uncomfortable group dynamics. The group however became 
more cohesive and I discussed the conditions that may have facilitated this change 
including: beginning to see ourselves as a group through shared experiences; a 
commitment to addressing issues of group process; and the role of the facilitator, acting 
as a container and receptacle for our projections o f feelings that were possibly too 
threatening to own ourselves. These conditions allowed me to adopt a change in role 
within the group, and what we were subsequently able to take from the group. This 
account provided a forum to consider what may have informed my position in the group 
and the implications o f this. Finally the group was not experienced so positively by all 
members. I considered how diversity in values were managed and the difficulty meeting 
the needs of all group members whilst moving the group forward. The way feedback 
was given and received had the potential to be destructive. These issues may have 
influenced group member’s perceptions of the CDG and I concluded by reflecting on the 
importance of creating a safe environment for everyone within the group.
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CLINICAL DOSSIER
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Overview of Clinical Experience During
Training
Page 72
Adult M ental Health Placement
Dates 2/10/05-22/9/06
Title o f Placement 12 Month Adult Mental Health (core)
Settings Community Mental Health Team, Psychiatric 
Inpatient Service & Specialist Psychological 
Therapies(In-patient, Outpatient service)
Theoretical Models CBT, Systemic/Narrative
Presenting Difficulties Depression, anxiety, psychosis, bad dreams, 
family issues and alcohol problems, behavioural 
problems (ABI), social anxiety and body image 
issues, panic, OCD, phobia, self harm, eating 
difficulties
Range o f Experience Direct 1:1 work (therapy and/or assessment) with 
17 adults aged 22-65, co-facilitated CBT group 
‘mind over mood’ for anxiety and depression, co­
facilitated group for eating difficulties with a 
focus on binge eating, psychometric assessment 
and neuropsychological assessment, indirect work 
with staff and families, service related audit, 
organisational consultancy for difficulties on in­
patient ward, visits to other services including 
crisis resolution, day hospital and centre, 
attendance at training session ‘An introduction to 
DBT for Borderline Personality Disorder, 
Attendance at trainee education group and 
deconstmcted therapies group
Child and Family. Y ear 2
Dates 11/10/06-23/03/07
Title o f Placement 6 Month Child & Family Placement (core)
Settings Child and Adolescent Mental Health Service — 
(outpatient clinic, client’s homes, school).
Theoretical Models CBT, Narrative, Behavioural, Integrative.
Presenting Difficulties Anxiety, OCD, social anxiety, attachment issues, 
behavioural problems, anger management
Range o f Experience Direct 1:1 work with 8 clients aged 7 to 16 years 
old, indirect work with parents and schools, 
psychometric assessments, visits to CDC, youth 
drug and alcohol team, connextions project, 
observations of aspergers clinic, MDT 
presentation on attachment, involvement in 
departmental and team meetings, attendance at 
systemic therapy and attachment narratives study 
day
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Learning Disabilities P lacem ent Y ear 2
Dates 4/4/07-3/10/07
Title o f Placement 6 Month Learning Disability Placement (core)
Settings Community Team for people with learning 
disabilities (outpatients, clients homes, day 
centre, school)
Theoretical Models Integrative
Presenting Difficulties Transitional difficulties in living arrangements, 
relationship issues, challenging behaviour due to 
physical health, worry, separation issues, PICA
Range of Experience Direct 1:1 work with 8 clients between ages 19 
and 69. Psychometric assessments, dementia 
assessments, indirect work with staff and carers, 
co-working with other profession, formal 
observations, systematic interviewing (DISCO), 
staff training at on assault cycle for challenging 
behaviour, visits to other services including day 
centres and work preparation centre.
Older People, Y ear 3
Dates 24/10/07-28/03/08
Title o f Placement 6 month Older Adult Placement (core)
Settings Community Mental Health Team for older adults 
(outpatients, inpatients, client’s homes)
Theoretical Models CBT, Psychodynamic
Presenting Difficulties OCD, anxiety, depression, disordered eating, 
cognitive problems
Range of Experience Direct 1:1 work with 7 clients aged 67- 80, 
indirect work with families and staff, consultation 
with nursing staff on ward, psychometric and 
neuropsychology assessment, formal risk 
assessment, presentation to psychology on 
aspergers and older adults, presentation to MDT 
on motivational interviewing, attendance study 
day ‘CBT and Psychodynamic Therapy for Older 
Adults, visits to other services
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Advanced Competencies, Y ear 3
Dates 8/05/08-5/09/08
Title o f Placement 6 month Neuropsychology Placement (specialist)
Settings Community Neuropsychology Service -  
(Outpatients, client’s home).
Theoretical Models Integrative, CBT
Presenting Difficulties Anxiety, depression, panic and agoraphobia, 
adjustment to neurological diagnosis, fatigue 
management, cognitive problems & 
rehabilitation, anger management, carer 
adjustment
Range o f Experience Direct 1:1 assessment and/or therapeutic 
intervention with 10 clients aged 20-61. 
Psychometric and Neuropsychological 
assessment, work with couples, liaison with other 
services, indirect work with carers, observation o f 
relatives group, service development work -  
development o f resource library for client’s, audit 
of client’s experience of neuropsychological 
assessment, training to service user group -  
‘cognitive difficulties and psychological 
adjustment’. Attendance at mental capacity 
training, visits to local services (neurological 
team, neurology at hospital, in-patient rehab, MS 
nurse specialist service)
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Summaries of Case Reports
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CASE REPORT SUMMARY
PLACEMENT: ADULT M ENTAL HEALTH
Case Report Title: Cognitive Behavioural Therapy with a 42 year old man with 
severe Obsessive Compulsive Disorder (OCD)
Referral:
Alan was referred to Psychology within a Community Mental Health Team by a 
Community Psychiatric Nurse for symptoms of OCD.
Assessment:
An assessment revealed that Alan had a long history of OCD dating back to childhood. 
He had a vast number o f compulsive behaviours which he engaged with in an attempt to 
‘protect his family from harm’. It was agreed that Alan would be seen for 12 sessions. 
At the time of writing the case report Alan had been seen for 7 sessions.
Therapeutic work:
A cognitive behavioural framework was used to formulate Alan’s OCD, as 
recommended by NICE guidelines and evidenced within the research literature. 
Specifically, Salkovskis’ Cognitive Model of Obsessive Compulsive Behaviour was 
drawn upon. Alan’s goal for therapy was to be able to walk through a doorway once 
without having to go back through it multiple times. The psychological work included 
the following elements. We developing a shared understanding o f the OCD model as 
applied to Alan and tested his interpretation o f harm and the formulation. Alan 
completed an exposure and response prevention programme in relation to his goal. He 
was able to challenge his negative thoughts and predictions through the use of socratic 
questioning and behavioural experiments. Finally Alan was assisted to reappraise his 
beliefs around his over inflated sense o f responsibility.
Outcome:
Alan made a number of improvements in relation to his identified goal and other aspects 
o f his OCD. He continued to engage in some safety behaviours however and this became 
the focus for subsequent sessions.
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CASE REPO RT SUMMARY
PLACEMENT: ADULT MENTAL HEALTH
Case R eport Title: Neuropsychological Assessment of a 64 year old man presenting 
with a range of cognitive deficits consistent with an organic neurological condition
Referral:
Mr Jones was referred by his Psychiatrist for neuropsychological assessment after 
professionals at the Community Mental Health Team were concerned by his poor level 
o f social functioning. The purpose to the assessment was to ascertain if organic factors 
were responsible for his difficulties.
Assessment:
Neurological History: Mr Jones had had a Transient Ischemic Attack (TIA) and an in­
patient admission for bi-polar disorder in 2004.
Purpose: Testing was completed to inform whether Mr Jones’ cognitive profile was 
consistent with either o f these two conditions, or whether the severity of deficits would 
be more likely to indicate either multiple infarcts, or the onset o f a dementing condition. 
Testing: A battery of neuropsychological tests was completed with Mr Jones.
Results: Mr Jones showed significant impairments across a number o f cognitive 
domains. It was suggested that these were consistent with that of a more severe stroke or 
a degenerative disorder. It was not possible to be more conclusive at the time o f testing 
due to limited background information, and Mr Jones’ difficulty describing the nature or 
course of his difficulties (thought to be related to problems with insight).
Outcome/Implications:
The results fi’om the assessment informed Mr Jones’ care plan. He was placed on an 
enhanced CPA due to potential vulnerability factors identified. His social care needs and 
level o f input were reviewed, and a request for further care support was pursued by the 
team. Finally recommendations were made to the CMHT about how they might engage 
Mr Jones in their future contact with him.
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CASE REPORT SUMMARY
PLACEMENT: Child and Adolescent M ental Health Service (CAMHSI
Case Report Title: An attachment intervention with a mother and 8 year old girl at 
a Child and Adolescent Mental Health Service
Referral:
Alex was referred to CAMHS by a paediatrician for a psychological assessment 
following concerns about her sad and withdrawn behaviour.
Assessment:
Helen, Alex’s mother, reported that Alex got very upset and had severe tantrums. She 
refused to allow anyone to comfort her. Difficulties at school were also observed.
Alex had an unsettled early childhood, and Helen reported difficulties relating to her 
daughter. Recently Alex had experienced difficult family events and losses. It was also 
discovered that Helen herself had experienced a veiy traumatic upbringing. A clinical 
interview, the Kinetic Family Drawing Test and the Family Relations Test was utilised 
to tiy and access Alex’s internal world.
Therapeutic Work:
Attachment Theoiy was drawn upon to conceptualise Alex’s difficulties. The focus of 
therapy, informed by the research literature, was to help Helen break the negative cycles 
o f interaction, and support her in developing more positive exchanges with her daughter. 
Informed by aspects the Adult Attachment Interview (AAI), Helen was helped to work 
through some of her own past conflicts that were influencing her parenting. She also was 
helped to develop insight into Alex’s feelings and behaviour drawing on the ‘Cycle of 
Traumatic Bonding’. Alex was also seen individually to consider issues that had been 
upsetting her.
Outcome:
There was significant improvement in Alex’s behaviour and Alex appeared to be happier 
at home. She was more emotionally expressive during sessions. Helen also displayed 
positive changes in her parenting of Alex. There were some remaining issues, and 
therefore both Helen and Alex continued to be seen in the psychology service.
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CASE REPORT SUMMARY 
PLACEMENT; Learning Disabilities
Case Report Title; An integrative intervention with a 39 year old man with
Learning Disabilities
Referral:
Brian was referred to the Community Team for People with learning Disabilities by his 
support worker. He was reported to be experiencing difficulties adjusting to the change 
in his living circumstances.
Assessment:
The assessment revealed that since moving to an independent living scheme, Brian and 
his carers reported problems in their relationship with one anotiier. Brian had had an 
uncomfortable relationship with his father and lost his mother at a young age. He had 
found it difficult to live on his own, and since meeting his wife, had enjoyed living with 
his in laws and being looked after by them. His move to independent living scheme 
reflected a substantial change for Brian.
Therapeutic Work:
Weerasekera’s integrative model of formulation was drawn upon to take into account the 
variety o f individual and systemic influences contributing to the presenting problem. 
The intervention included ideas from humanistic counselling, solution focused therapy, 
cognitive behavioural therapy and systemic therapy. Guided by the literature, Brian was 
offered counselling to help his psychological adjustment. Staff were consulted to help 
them think through their role and approach with Brian in light of the formulation. The 
work culminated in Brian inviting those in his professional and family network to a 
person centred planning meeting.
Outcome:
Brian’s relationship with staff was reported to have improved following the intervention 
and he was happier living at the home. He developed in his confidence to address 
difficulties as and when they materialised.
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CASE REPORT SUMMARY
PLACEMENT: Older Adults
Case Report Title: Neuropsychological Assessment with a 70 year old woman in an
Older Adults Mental Health Service
Referral:
Mrs Burgess was referred to Psychology by her Physician requesting a 
neuropsychological assessment to help inform her physical rehabilitation programme.
Assessment:
Neurological History: Mrs Burgess suffered a thromboembolic stroke in die right 
cerebral hemisphere in 2002. She had also experienced a series o f partial complex 
seizures in 2006. Following the seizures a CT scan revealed further changes to her brain, 
specifically to the left cerebellar hemisphere, the frontal lobes and fi*ontal horn. 
Psychological presentation: Mrs Burgess displayed significant anxiety when required 
to complete transfers and in daily life. The Occupational Therapist in the service worked 
with her on this with good success.
Purpose: Mrs Burgess was experiencing a range o f difficulties participating in 
physiotherapy. Her physiotherapist felt that cognitive problems and anxiety may have 
been interfering with her performance in sessions and therefore wanted fiirther 
clarification as to the nature o f these.
Testing: A wide range of neuropsychological tests were completed with Mr Burgess. 
Results: Mrs Burgess had a number o f cognitive deficits that were likely to be 
attributable to her stroke and subsequent fits. The findings enabled us to consider how 
these difficulties might impact upon her performance during rehabilitation and in daily 
life.
Outcome:
The results o f the assessment were fed back to Mrs Burgess and her husband. 
Rehabilitation and compensatory strategies based on the research literature were 
discussed and outlined in an assessment report. Both Mrs Burgess and her husband felt 
they had benefited a great deal jfrom taking part in the assessment.
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Abstract
To make best use o f NHS resources, psychologists are no longer exclusively providing 
therapy to clients. Witii a wide range of professionals now delivering talking therapies, 
the local service under investigation wished to explore clients’ perceptions o f ‘talking 
therapy’. In particular whether clients wanted talking therapy, considered they were 
offered and received it, and if so, whether they were satisfied with the therapy including 
the professional’s psychotherapeutic skills. A questionnaire was designed to assess these 
areas and sent to 518 clients, o f which 90 clients responded (18% response rate). Overall 
the results showed that many clients wanted talking therapy (68.9%) but that not all 
perceived they were offered it or were unsure if they were offered it (41.8%). A chi 
square revealed no significant relationship between wanting and receiving talking 
therapy. Across professions, the majority of clients were satisfied with the therapy they 
received and professionals’ psychotherapeutic skills, with the exception o f nearly 20% 
o f clients reporting only being able to talk the professional ‘a little’ or ‘not at all’ and 
nearly 25% of clients only feeling understood by the professional ‘a little’ or ‘not at all’. 
Psychotherapeutic skills and overall ratings of satisfaction with talking therapies were 
broken down by discipline. Numbers were too small to conduct any statistical analysis 
on all but a comparison between ratings of the skills of Psychiatry with CPN’s. A Mann 
Whitney U revealed no significant differences. Mean scores revealed a high level of 
satisfaction with talking therapies. The implications of these results were considered in 
relation to the service, including recommendations, possible areas of further work to 
consider, and limitations of the survey.
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Introduction
Rationale
National guidelines on Organising and Delivering Psychological Therapies reports 
‘psychological therapy is fundamental to basic mental health care and can make a highly 
significant contribution to outcome and user satisfaction’ (Department o f Health 2004 
p3). However users o f Mental Health Services place a lack o f access to psychological 
therapy as their greatest unmet need (Mind ‘My Choice’ campaign 2002).
Only 2% o f people with mental health problems get to see a psychologist (Layard 2004). 
To make best use of resources, psychologists in the local Community Mental Health 
Team (CMHT) see only those clients with the most severe presentations, as decided by 
the team in liaison with psychology. The implication is that other professionals will 
deliver many more mainstream psychological interventions. For this tiered system to 
work, the Department of Health (DOH) highlights the need for a ‘psychologically 
literate mental health workforce with a broad spectrum of therapeutic skills’ (DOH 2004 
p9). In the local tmst. Psychologists are to take a more consultative role to encourage 
team members to integrate psychological thinking to their practice with clients. The aim 
o f this service evaluation was to provide the psychology service with information that 
could help them consider at what level they might need to intervene with professionals 
in the team and whether any modifications to the service are needed.
Local Service under evaluation
In taking the first step towards a ‘psychologically literate’ CMHT, heads o f the 
psychology service wished to establish whether professionals were perceived by clients 
as demonstrating basic psychotherapeutic skills. In light of the broadening of disciplines 
delivering therapy, they were also interested in exploring clients’ perceptions o f ‘talking 
therapy’. In particular, would clients perceive that what was currently being offered was 
considered ‘talking therapy’? If so, which professions do they think deliver talking 
therapy and to what extent are clients satisfied with it.
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The focus of this service evaluation was on the criteria of ‘acceptability’ as proposed by 
Maxwell (1984). That is, does the service meet the requirements o f service users? and 
are they satisfied with it? Barak et al (2001) comments on the complexity of looking at 
client satisfaction in this population, for example, clients may lack insight or have been 
unwillingly hospitalised. This could affect their satisfaction with the service or 
professional involved. However clients are both consumers and experts, and their 
opinions should not be dismissed. Indeed, patient’s perceptions on the delivery of 
services within the NHS should be an integral part to ensuring that services are meeting 
the real needs of patients (DOH 1998).
The research questions for this service evaluation were:
1. Do clients want talking therapies?
2. Do clients perceive they are offered talking therapies?
3. Is there a relationship between wanting and being offered talking therapy?
4. Which professionals were perceived as delivering talking therapy?
5. Are clients satisfied with the professionals’ psychotherapeutic skills?
6. Are there differences between professions in terms of satisfaction of therapist 
skills?
7. How satisfied are clients with the talking therapy they received?
Method
Desisn
A survey design was employed for this service evaluation project.
Sample
The sample was taken from a database o f all the clients (1034) who were currently being 
seen by a professional at the CMHT. Clients were assigned a number and then 
probability sampling was applied, with clients having a 50% chance of being selected.
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517 clients were recruited and sent questionnaires and 90 clients returned them, resulting 
in a response rate of 18%.
O f the 90 clients, 35 (39%) were male and 45 (50%) were female (missing data = 10, 
11%). Participants were represented across the age bands (see table 1). Ethnicity data 
was not requested (see discussion).
Table 1: Age o f sample
Age Band 18-25 25-35 36-50 51-65 66+
No. o f 
participants
11 17 23 20 19
Survey measure
A literature review was conducted, otiier CMHTs in the county were approached and an 
advert was place in ‘The Psychologist’ to look for an appropriate measure of client 
satisfaction. 7 questionnaires (3 validated, 4 developed in services) were located but 
these looked at structural aspects of therapy (e.g. waiting times, building) rather than 
process issues that we were interested in. Given that audits are context specific, with the 
aim of improving clinical practice for the service under investigation (Parry 2004), a 
measure was constructed to ensure appropriate data was elicited.
Six Psychologists fi“om the local CMHT (including two lead Psychologists) met to 
decide on the questions. The resultant questionnaire had closed questions, measured on 
a 4 point likert scale, and open ended questions (see appendix 1). The first section 
captured demographic information. The second section asked about satisfaction with 
psychotherapeutic skills. The third section enquired about client’s perception of wanting 
and receiving talking therapies. Section four asked about their satisfaction with the 
talking therapies they received.
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The questionnaire was sent to a representative o f a local Service User Group and back to 
the group of Psychologists to pilot and comment on. Feedback from both parties resulted 
in the wording of some questions and the likert scale being modified. The measure was 
deemed to have adequate content validity. Ideally the psychometric properties o f our 
measure should have been established however this was beyond the scope of this 
project.
Procedure
The proposed service evaluation was discussed with the members of the CMHT. A 
covering letter outlining the evaluation project (see appendix 2) and a questionnaire was 
sent out to clients. As recommended by Parry (1996), in the letter it was emphasised to 
clients that not completing the questionnaire had no bearing on their current treatment. 
A stamped addressed envelope with a return address of the University of Surrey was 
enclosed so as to maximise response rates and preserve anonymity. Clients were offered 
the option of receiving a summary of the results of the project. Completed 
questionnaires were received over a one month period during May 2006.
Results
Perception of talking therapies
Clients wanting talking therapies 
Descriptive statistics
62 clients (68.1%) ‘agreed’ or ‘strongly agreed’ that they wanted talking therapy when 
they were referred to the CMHT. 21 clients (23.1%) ‘disagreed’ or ‘strongly disagreed’ 
that they had wanted therapy when they were referred to the CMHT. 8 (8.8%) clients did 
not respond to this question.
Clients offered talking therapies
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Descriptive statistics
50 clients (54.9%) perceived that they had been offered talking therapy. 29 clients 
(31.9%) perceived that they had not been offered talking therapy. 9 clients (9.9%) were 
unsure if they had been offered talking therapy. 2 clients did not respond to this 
question.
Relationship between wanting and being offered talking therapy 
Descriptive Statistics
Of the 62 who wanted talking therapy, 38 stated that they had been offered it, 18 
perceived they had not been offered it, and 6 were unsure if they had been offered it.
Of the 21 who did not want talking therapy, 10 perceived that they had been offered 
therapy and 8 perceived that had not been offered therapy, and 3 were unsure if  they had 
been offered therapy.
Statistical Analysis
After establishing that the minimum requirements for conducting a Chi Square test had 
been met (Camilli and Hopkins 1979, cited in Coolican 1999), a 2 x 3 Chi square was 
run to see if there was a relationship between wanting talking therapy and being offered 
talking therapy. The results revealed that there was no significant relationship between 
wanting talking therapy and being offered talking therapy (Chi=l .226, df= 2, p= 0.542).
Clients accepting the offer of talking therapy 
Descriptive statistics
O f the clients who perceived they had been offered talking therapy (n=48), 42 stated 
they had accepted the offer of therapy, no one rejected the offer and 6 were unsure if 
they had accepted the offer.
Of the 62 clients who had wanted therapy when they had been referred to the service, 42 
clients who had been offered therapy, including 4 who had been unsure if  they had been
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offered it, accepted of the offer o f talking therapy. Of the 21 clients who had not wanted 
talking therapy, 5 clients accepted the offer.
Statistical analysis
As not all clients perceived they had been offered talking therapy, it was not meaningful 
to look at the relationship between wanting and accepting the offer o f talking therapy. 
The minimum requirements would also not be met for a Chi Square.
Professionals perceived as delivering talking therapy
Descriptive statistics
O f the 59 clients who responded to this question, 17 reported having seen more than one 
person for talking therapy. The table below shows a frequency count for each 
professional who was named as providing talking therapy.
Table 2: Frequency count o f professionals seen for talking therapy
Professional Frequency Percentage
Psychiatrist 16 20%
Social Worker 8 10%
CPN 30 37.5%
Occupational Therapist 5 6.25%
Psychologist 16 20%
Don’t know 5 6.25%
Client satisfaction with the vrofessionals’ vsvchotheraoeutic skills
Overall, clients responded positively when rating the professional’s therapeutic skills 
that the service was interested in. When taking the mean scores across all the professions 
for each therapeutic skill, the mean o f clients’ responses fell between ‘Quite a lot’ and 
‘Completely’.
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Table 3: Means and standard deviations of therapeutic skill across the professions.
All professions
Therapeutic Skill N Mean SD
Talk 87 3.22 0.84
Listen 86 3.31 0.77
Understood 88 3.09 0.83
Respected 87 3.34 0.78
Clear 87 3.31 0.74
When looking at the range of ratings, for the question of whether they could talk to the 
professional 19.9% of clients responded ‘A little’ or below. For the question o f whether 
the professional could understand their problems 24.2% of clients responded ‘A little’ or 
below. See table 4.
Table 4: Frequency counts and percentages for each response on therapeutic skills across 
the professions
Talk Listen Understand Respect Clear
Response Freq % Freq % Freq % Freq % Freq %
Not at all 2 2.2 2 2.2 2 2.2 2 2.2 2 2 2
A little 17 18.7 11 12.1 20 22 10 11 8 8.8
Quite a lot 28 30.8 31 34.1 34 37.4 31 34.1 38 41.8
Completely 40 44 42 46.2 32 35.2 44 48.4 39 42.9
Missing 4 4.4 5 5.5 3 3.3 4 4.4 4 4.4
Mean and standard deviations were calculated for each psychotherapeutic skill for each 
o f the professions. Table 4 shows the mean rating fell between ‘Quite a lot’ and 
‘Completely’ with the exception of a few. These exceptions which were rated by clients 
as between ‘A little’ and ‘Quite a lot’ were:
• Being able to talk with Social Workers
• Feeling that they were understood by Psychologists
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• Feeling listened to, understood and respected by an Unidentified professional 
Statistical Analysis
When the sample was divided by profession, numbers were too small to test for 
differences between each of the professions using statistical analysis. There was 
however sufficient numbers to compare Psychiatry (N=26) with Community Psychiatric 
Nurses (CPN, N=29).
A non-parametric test, Mann Whitney U, was employed as the therapeutic skill variables 
were not normally distributed. This was conducted to establish whether there were any 
significant differences between ratings of therapeutic skill between Psychiatry and 
CPNs. Figure 1 shows that the mean ratings for Psychiatry were lower than the mean 
ratings for CPNs on all but one of the psychotherapeutic skills. These differences 
however were not significant (see table 5).
Figure 1 : Mean rating of Psychiatrist and CPN for each therapeutic skill
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Table 5: Results o f Mann Whitney U
Psychiatry 
Mean (SD)
CPN
Mean (SD)
Mann 
Whitney U
p value
Talk 3.26 3.31 386.000 p=0.92
Listen 3.23 3.48 303.500 p=0.17
Understood 3.07 3.20 379.000 p=0.66
Respect 3.42 3.40 355.500 p=0.52
Clear 3.31 3.37 349.000 p=0.45
Clients satisfaction with the talkitiQ therapy
For the purpose of this question, so that we could get accurate data for each o f the 
professions, those clients who gave multiple responses to this question were removed 
(N=17). The mean satisfaction rating for those taken out the sample was 3.24 (SD = 
0.66) which was virtually the same as for the full sample.
Table 6 shows Psychiatrists were rated lowest (mean = 2.86) and Psychologists were 
rated highest (mean = 3.75) in terms of satisfaction with. Had the numbers been higher, 
statistical analysis would have been conducted.
Table 6: Mean scores of satisfaction with talking therapies by profession.
Professional Seen N Mean SD
Across Professions 41 3.26 0.66
Psychiatrist 7 2.86 0.69
Social Worker 2 3.50 0.71
CPN 17 3.24 0.66
Occupational Therapist 2 3.00 0
Psychologist 8 3.75 0.46
Don’t know 5 3.00 0.71
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Discussion
Results show that many clients who wanted talking therapy do not perceive they are 
being offered it. This is in line with literature where clients report their need for talking 
therapy is not being met. As Psychologists begin to consult with CMHT professionals, it 
would be hoped that psychological thinking can be integrated into their client work and 
that the perception from clients that they are receiving talking therapies would increase. 
A recommendation to the service would be to use this data as a baseline with which 
future data can be compared, to establish the impact of the changes in the service 
delivery.
It is usefril to explore what clients who perceived they had not been offered talking 
therapy, actually thought they were receiving from the professional. It is possible that 
what is classed as ‘talking therapy’ by the service may not be classed as such by the 
client. Clients, and indeed professionals, may perceive they got support from 
professionals, rather than a formal offer o f therapy. A recommendation to the service 
would be to consider that any mismatch of expectations as these may impact on their 
satisfaction with what is being offered. They could also consult with the Service User 
Involvement Group at the CMHT to get feedback on this issue. The service may also 
like to consider whether the parameters of talking therapy are explicitly articulated with 
the client. There did seem a sizable minority who were ‘unsure’ if they had been offered 
talking therapy.
From this study although not everyone wanted talking therapy, some clients changed 
their mind and went on to have talking therapy. They may have changed their mind or 
maybe they were unable to say no. A practical implication therefore for the service is not 
only offer therapy at an early assessment appointment, but also to empower clients so 
that they only agree to an intervention they actually want.
Client’s satisfaction with psychotherapeutic skills
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Overall a high rate of satisfaction was reported for professional’s psychotherapeutic 
skills in each o f the professions. In terms of working towards a ‘psychologically literate’ 
team, the building blocks o f basic o f psychotherapeutic skills appear to be in place for 
most clients.
As suggested in the literature by Lebow (1982) it is important to focus on the proportion 
o f people who were dissatisfied. 20% and 25% of clients who when asked whether they 
were able to talk and understood by the professional, responded ‘A little’ or below. One 
may speculate that talking about personal and distressing issues may be difficult. It 
could also be that clients are inhibited when talking to the professional, as they fear 
divulging details could lead to them being detained. The service would need to 
investigate this further.
It was encouraging that there were no significant differences between Psychiatrists and 
CPNs therapeutic skills given the different way in which each profession operates. It 
was o f some concern that Psychologists were rated lower by clients in terms o f feeling 
understood by them. Although this was not tested for significance and therefore needs 
further exploration, it maybe some clients expect as a virtue of psychologists training, 
that you should be able to understand them better than they understand themselves. This 
same expectation may not be placed on other professionals. There was however some 
evidence that psychiatry was being confused with psychology (noted when 3 clients 
wrote the name of who they were seeing). Therefore the results broken down by 
discipline should be taken with caution. The fact that some clients appear somewhat 
unsure has implications for ethical practice. A recommendation would be that 
professionals need to be much more explicit about their role and what exactly they are 
offering to clients. For clients to make informed consent to treatment, it is important that 
they receive clear information on which to base their decision.
When clients did receive talking therapy, a range of professionals were seen as 
delivering this, not just Psychologists. In terms of satisfaction with talking therapy. 
Psychiatrists were rated lowest and Psychologists were rated highest in terms of 
satisfaction. This might be expected as there is a different emphasis placed within 
training, with psychiatrists having to complete detailed assessments of risk and decide
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on and review medication. This may mean they have less opportunity for delivering 
talking therapies.
This survey design has provided an initial basis to consider satisfaction within the 
CMHT. Further investigation should focus on identifying underlying issues of 
dissatisfaction with talking therapies. Other methods such as critical incident interviews 
or repertory grid analysis may provide more detailed insights. In terms of limitations of 
the measure, only one global question of satisfaction was asked. This did not account for 
the fact that clients could be satisfied with some aspects of the talking therapy and 
dissatisfied with other aspects of talking therapy. We can not be sure that those who did 
not return to the questionnaire were in fact more dissatisfied with the service. 
Furthermore, eliciting ethnicity data would have been useful as those whose first 
language was not English, may have been excluded from participating or responded 
differently on satisfaction ratings. Ideally representation across diagnostic groups would 
also be optimum to have confidence in generalising the results to the whole service.
Detailed results of the service evaluation are due to be fed back to the Psychology leads 
in the CMHT, to discuss the findings and consider further work that needs to be 
conducted. General feedback will also be provided to the CMHT in the business meeting 
in August 2006.
In conclusion, this service evaluation has identified that within the service there is an 
unmet need for talking therapies. Although basic psychotherapeutic skills appear 
present, there remain a proportion of clients who are not satisfied. Clients also 
demonstrated some confusion around being offered talking therapy. This needs to be 
investigated further before a plan can be devised between Psychology and the rest o f the 
CMHT to improve the service.
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Qualitative Research A bstract
Rationale:
Representations o f mental illness, specifically schizophrenia and psychotic illness in the 
print media did not match the understanding o f the authors. Research such as the SHIFT 
Report (2006) indicate that this is widespread. We hoped to generate a conceptualisation 
o f the power differentials between people with mental illness, the general public and the 
media.
Methodology:
We opted to use critical discursive psychology, combining discursive psychology with 
Foucauldian discourse analysis to facilitate an understanding of how texts depict issues 
o f power using language (Coyle, 2006).
Sources:
Stories fi*om 6 newspapers on one case during a specific time period were selected. 
Analysis:
We each analysed a portion of the articles by identifying common themes and discussed 
our findings with the rest of the group.
Results:
Our analysis yielded five categories of discursive patterns: ‘Mad or bad’, ‘blame’, 
‘medication’, ‘outgrouping’ and humanising / dehumanising’. We focused our 
discussion on this last theme based on the culture o f our work as this seemed particularly 
relevant to the issue of power.
Discussion:
Media reporting was found to support hypothesised prejudices, using sensationalist 
language and drawing on categorisations such as ‘good versus bad’ so removing the 
need for readers to generate their own views. Language seemed geared to strengthening 
the reader’s emotional reaction, implying the inevitability and enjoyment o f violence in 
psychosis. The positioning o f these themes visually and conceptually led the reader to 
dismiss the individual’s identity beyond his behaviour. This occurred at a time o f public 
concem surrounding mental illness.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information technology and literature 
search tools
V
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research
11 Collecting data from research participants
12 Choosing appropriate design for research questions
13 Writing patient information and consent forms
14 Devising and administering questionnaires /^
15 Negotiating access to study participants in applied NHS settings -V
16 Setting up a data file /^
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis
26 Presenting research findings in a variety of contexts
27 Producing a written report on a research project /^
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or edited book
30 Applying research findings to clinical practice V
Page 105
Major Research Project (MRP)
Page 106
Perceptions of Reflection within a Case 
Discussion Group during Clinical 
Psychology Training: An IP A Analysis
by
Alison Lutte-Elliott
Word Count: 20,860
Submitted for the degree of Doctor of Psychology (Clinical
Psychology)
Department o f Psychology 
Faculty of Arts and Human Sciences 
University of Surrey
September 2008 
© Alison Lutte-Elliott 2008
Page 107
CONTENTS
PAGE
ACKNOWLEDGEMENTS 110
ABSTRACT 111
INTRODUCTION 112
Defining reflection 112
Challenge within professional practice 112
Paradigm shift within Clinical Psychology 113
What knowledge informs professionals’ practice? 114
Professional development through reflection 115
Models o f reflection 116
Reflection and learning 117
Does reflection result in improved practice? 118
Reflection and education 120
Developing the ability to reflect 122
Reflection and groups 123
How might groups facilitate or hinder reflection? 123
Understanding of groups 124
Rationale for the current investigation 125
Methodology for the current research 126
METHOD 128
Sampling 128
Procedure 128
Ethics 129
Recruitment 129
Interview schedule 129
Ethical Issues 130
Quality o f the Research 131
SelfReflexivity 134
Analysis 135
RESULTS 136
Theme 1 : What is reflection? 136
Theme 2 : Learning to reflect: Incorporation of reflection 139
within the self
Theme 3: Importance of the facilitator 142
Theme 4: The suitability of CDG as a forum for growth 146
and reflection
Page 108
DISCUSSION 155
Summaiy of the findings 155
The reflective nature of CDG 156
Exposing one’s practice 158
Evaluation within the group 160
The influence of power 160
Construction o f  Imowledge 162
The importance o f the facilitator 164
Encouraging reflection during clinical training 165
Usefiilness of CDG as a forum for reflection 167
CLINICAL IMPLICATIONS 168
EVALUATION OF THE RESEARCH 170
FURTHER RESEARCH 172
REFERENCES 173
APPENDIX 189
Appendix 1 : Confirmation of ethical approval from the University o f Surrey
Appendix 2: Letter from NHS Ethics Committee
Appendix 3 : Invitation letter to participants
Appendix 4: Information sheet to participants
Appendix 5: Interview schedule
Appendix 6: Consent form
Appendix 7: Participants’ comments during validation checks 
Appendix 8: Sample of participants’ transcripts
Appendix 9: Sample of analysed transcript
Page 109
Acknowledgements
My sincerest thanks go to Dr Dora Brown (university supervisor) for her advice and 
encouragement throughout this research. I would like to thank Professor Arlene Vetere 
for her consultation about the research and also the invaluable personal support she so 
willingly offered.
I would also like to thank my trainee colleagues for giving up their time to be 
interviewed for this research. Their thoughtfulness and honesty during the interviews 
allowed for a deeper insight into the CDG.
Finally I would like to recognise the importance of my husband, parents and friends in 
helping me through clinical training. Their love and support in the more challenging 
moments o f the research process was very much appreciated.
Page 110
Abstract
The current research sought to investigate trainee clinical psychologists’ perceptions of 
reflection in a case discussion group (CDG), completed as part o f the doctoral 
programme in clinical psychology. There has been an increasing interest from health and 
social professions, in the benefits o f reflection as a tool for learning and developing 
professional practice. The basis of reflection, whilst considered largely atheoretical, 
developed from a dissatisfaction with drawing upon positivist frameworks to guide 
practice. It has been argued that technical rational approaches are inadequate for 
professions, such as psychology, who are frequently confronted with unique and 
uncertain cases, which fall outside the reakn of existing theory. In contrast, many have 
argued that much o f professionals’ knowledge is embedded within their experience, and 
that engagement in reflection may provide a means for scrutinising and developing their 
knowledge base, thus proving a useful mechanism for learning. There is lack o f evidence 
however as to whether in fact leaming ensues following reflection, whether reflective 
abilities can be developed within an educational context and how individuals’ 
experience reflection within a group format.
Ten trainee clinical psychologists, recmited from the University of Surrey, participated 
in a semi-stmctured interview about their experiences of reflection witiiin the CDG they 
attend as part of training. Interpretative Phenomenological Analysis (IPA) was utilised 
to analyse the data. The following four themes were revealed: 1. What is reflection; 2. 
Leaming to reflect: Incorporation of reflection within the self, 3. The importance o f the 
facilitator; 4. The suitability o f CDG as an environment for growth and reflection. 
Whilst some participants considered discussions in CDG to be reflective, others 
perceived that they were more superficial in nature. The possibility of being reflective in 
the groups seemed to relate to internal factors in the individual (e.g. degree of comfort in 
exposing shortcomings, fear of negative evaluation, emotional state, perceptions of own 
expertise) and external conditions (e.g. power differentials, time to reflect, facilitators 
style and willingness to deal with process issues). From the results, it is clear that factors 
which inhibit reflection need to be actively managed and addressed if  these groups can 
be considered a useful fomm for development.
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INTRODUCTION
This review will attempt to define what the literature calls ‘reflection’. It will outline the 
philosophical underpinnings of this concept and its importance within the clinical 
psychology profession. A number of models that may helpfiilly inform our 
understanding of a construct that has largely been considered atheoretical will be drawn 
upon. There has been an increasing interest from health and social professions, including 
Clinical Psychology, in the benefits and value o f reflection as a means o f developing 
professional practice and personal awareness. It is important therefore to review the 
research literature to ascertain whether improved practice does in fact ensue following 
engagement in reflection. Reflection is considered to have a central role in leaming, and 
educational programmes have therefore attempted to integrate reflective activities into 
their curriculum through various mediums. This review will consider the potential of 
students to develop reflective abilities, with particular emphasis being given to the utility 
o f reflective practice within a group context. Conditions which may facilitate or impede 
an individual’s participation in reflection broadly and within a group context will be 
attended to. Finally, the rationale for the present study will be presented.
Defining reflection
Many authors note a difficulty in trying to define reflection (e.g. Ixer, 1999). It has been 
described as a familiar constmct to many of the professions and yet it has an intangible 
quality to it, m ^ in g  ‘the term reflection a ‘slippery’ and ‘elusive’ concept to define 
(Cushway & Gatherer, 2003; Gillmer & Marckus, 2003 p.20). Ruth-Sahd (2003) has 
suggested that ideas held about reflection are influenced by the individual’s own view of 
the world, which depends on the lens through which they observe. Due to the personal 
variation amongst researchers and practitioners alike. Cole (1997) has argued that the 
term ‘reflection’ has become almost unusable.
The term reflection however is associated with a form of mental processing or thinking, 
the result of which may be anticipated or unanticipated (Moon 2004). For the purposes 
o f this research, a definition proposed by Boud et al. (1985) will be adopted;
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‘Reflection is a generic term fo r those intellectual and affective activities in which the 
individuals engage to explore their experiences in order to lead to new understandings 
and appreciations ’ (p.23).
A theme identified across definitions of reflection is tiiat it should lead to new ways of 
thinking or behaving in practice, and therefore simply mulling over an experience may 
be insufficient for it to be described as reflection or to facilitate these insights or changes 
(Andrews e/a/., 1998).
The challenge within professional practice
It is said that the philosophical basis underlying the knowledge o f many professions 
stems from a positivist framework, described as ‘technical rationality’ (Schon, 1983, 
1991). From this perspective, through a process o f applying theoretical and scientific 
knowledge, professionals are observed to select the best solution to suit the particular 
requirement of the situation. However, proponents o f the reflective practitioner model 
take issue with this. Schon (1991), a major critic o f the positivist paradigm, uses an 
analogy of a swamp to demonstrate the limits of this perspective.
‘There is a high, hard ground where practitioners can make effective use o f  research 
based theory and technique, and there is a swampy lowland where situations are 
confusing ‘messes ’ incapable o f  technical solution \ (p.42)
Schon (1987) argued that the reality of practice for many professions is that practitioners 
are frequently confronted with unique cases, uncertainty and value conflicts that fall 
‘outside o f categories o f existing theory and technique’ (p5). The outcomes are 
ambiguous, the context o f practice shifting, and the content o f professional knowledge 
unfixed (Schon, 1983). Taylor (2003) argues that it is these things that are intrinsic to the 
practice environment and therefore cannot be eliminated by scientific reasoning. If we 
are to focus exclusively on science alone believing that that is all there is. Lavender 
(2003) suggests ‘we are deluding ourselves’ (pl2).
Paradigm shift within Clinical Psychology
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Within Clinical Psychology, the scientist practitioner model, analogous to the positivist 
framework described, has remained hugely influential over the years. It is fundamental 
to the work o f clinical psychologists who are involved in the ‘systemic application of 
knowledge derived from psychological theory and evidence’ (British Psychological 
Society (BPS), 2007, p.8). However, there have been challenges to accepting the 
scientist practitioner model in its entirety. Many practitioners regard the research 
literature as largely irrelevant to their professional practice (Barlow et a l, 1984). 
Stedmon et a l (2003) suggests that the ‘unique cases’ described by Schon, reflect the 
realities o f practice for clinical psychologists as they are ‘attuned to a unique individual 
facing extra-ordinaiy problems, in a social context open to highly subjective value 
judgements’ (p30). Further, the nature o f our understanding psychological experience is 
far from complete, and therefore the ‘evidence’ may not be available to draw upon. 
Some have advised caution against narrow minded views of what constitutes evidence 
(Corrie and Callahan, 2000; Harper, 2004). James (1994) suggests in the absence of 
empirical evidence or theory, therapists’ own individual, social, and cultural experiences 
become critical resources to draw upon to inform their clinical decisions. These 
arguments have led to the need to integrate the two paradigms and a description of 
psychologists as ‘reflective, scientist practitioners’.
What knowledge informs professionals ^ practice?
Despite the central place given to formally taught theories and concepts, it is suggested 
that this is not what guides professional practice. Argyris and Schon (1974) refer to two 
‘theories o f action’. According to their theory, practitioners profess to using theories and 
concepts to determine their decisions and actions, known as their ‘espoused theoiy’. 
However, observation o f their actual practice would reveal their ‘theories in use’. These 
are implicit in their practice and personal to the individual, and often outside o f their 
awareness, frequently being referred to as ‘tacit knowledge’. If  teaching professionals 
scientific knowledge and theories does not determine what they do in practice, it is 
important to consider what does inform their work.
Some have argued that knowledge is multifaceted, and that professionals draw on
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alternative forms o f knowledge to guide their actions (Carper, 1978; Eraut, 1985; Taylor, 
2000). Whilst the role o f taught, empirical knowledge to guide practice is acknowledged, 
o f equal importance are personal, ethical, and cultural types of knowing and knowledge 
(Carper, 1978; Eraut, 1985). For example, personal knowing might include a memory of 
cases and practical wisdom based within tacit knowledge or knowledge of the self and 
personal skills and practices (Eraut, 1985). Johns (1995) also adds reflexivity, to 
acknowledge the influence of previous experience on how practitioners might respond, 
which through reflection, will shape future experience.
It has been considered that the more the practitioner can tap into all forms of knowing, 
the greater the knowledge and understanding gained (Sines et al., 2001). Chinn and 
Kramer (1991) cautioned against overemphasising one form of knowledge or knowing 
over another so that the whole knowing is not lost. The skill is in appreciating how best 
to combine or how much weight to give to the different aspects of knowledge within a 
given situation (Rolfe 1998).
Much of a professional’s knowledge is considered to be tacit. This tacit knowledge is 
deeply embedded in experience, and outside of awareness, making it difficult to 
articulate (Polanyi, 1966). Knowledge is considered to be implicit in an individual’s 
action, something which Schon describes as ‘knowing in action’. Schon (1983, 1987) 
considered that professionals are led by ‘artistiy’ and ‘intuition’, and it is this which 
characterises expert practice. Further, in terms of professional development, Benner 
(1984), drawing on Dreyfus and Dreyfiis’ (1986) work on skill acquisition, suggests that 
in comparison to novices, experts use intuition and respond appropriately to a situation 
as a whole without reductionist thinking, by drawing on past experience and this tacit 
knowledge (Johns, 1999).
Professional Development through Reflection
To develop professional competence and expertise, given the complexity of practice and 
the types of knowledge that are by definition considered to ‘unknowable’, a pertinent 
question remains. How do individuals learn and get in touch with the forms o f knowing
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that influence the practice of experts so greatly? The answer may be through 
engagement in reflection.
According to Rolfe (1998), intuition is not seen as being some mystical process, rather it 
is based on knowledge gleaned from concrete experience. Reflection upon one’s 
experiences therefore can ‘enable the practitioner to surface, scrutinise, and develop her 
intuitive processes, and ipso facto, to develop her tacit knowing’ (Johns, 1999, p. 15). 
Ultimately reflection allows the clinician to internalise a knowledge base that may serve 
as an ongoing guide to action (Stedmon et al., 2003). It has been described as a method 
o f generating knowledge from the ‘inside out’. (Driscoll & Teh, 2001). However, 
Greenwood (1993) has questioned whether it is ever possible to verbally access tacit 
knowledge and whether what is put forward is a professional’s espoused theory.
The value of reflective practice within health and social settings has been increasingly 
recognised. Alongside the benefit o f reflection generating practice based knowledge and 
theory as discussed (Driscoll and Teh, 2001; Wilkinson 1999), other benefits include; 
reducing the theoiy practice gap (Argyris and Schon, 1974; Foster and Greenwood,
1998), and helping practitioners make sense o f and develop the competence to manage 
difficult and complex practice (Driscoll & Teh, 2001; Yip 2006). By slowing down 
activity, and reflecting on experience, there may be time to process material which 
creates a greater opportunity for leaming (Atkins and Murphy, 1993; Moon, 2004). This 
can result in the professional’s continual growth (Coombs, 2004). Reflection may 
enhance personal development as it is said to lead to self-awareness, and encourage 
critical thinking (Cotton, 2001).
Models o f Reflection
Schon’s model of reflection proposes that professionals may ‘reflect in action’, which is 
similar to ‘thinking on your feet’ (Schon, 1983, p. 54). According to Schon (1987) the 
reflection occurs whilst in the midst o f practice, as a way of constructing a new theory of 
a unique case, allowing the professional to achieve a different understanding o f the 
phenomena, or ways of framing the problem, and consequently to restmcture or adjust 
their actions. Reflection on action is a deliberate thinking through o f a situation after the
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event has occurred. This has been described as a ‘cognitive postmortem’ (Greenwood, 
1993a). Here the professional revisits an earlier experience with the intention of leaming 
from it and considering how things could be done differently (Hannigan, 2001).
Boyd and Tales (1983) suggest that leaming from experience needs to be conceptualised 
as a process. According to their model of reflection, there are a series o f phases 
beginning with an inner discomfort that something does not fit or feel right within the 
individual. The person therefore seeks to gain greater clarification of the problem. This 
is followed by a ‘creative synthesis’ where the individual is open to new information, 
which in tum may lead to some form of resolution that allows for a meaningful solution 
(pi 10). The next phase is the relating of the changed self with the past, present and 
future self, and the individual must decide whether to take action and incorporate the 
change immediately, or to allow it to exist in the self without acting on it overtly.
Reflection and learning
In light of the proposal that knowledge is embedded within action, and that analysing 
one’s experiences may elicit such knowledge for the purposes of guiding fiiture action, 
there is a strong potential for professional leaming when engaging in reflection. 
Cushway and Gatherer (2003) comment on the central role that reflection has in the 
leaming process because it enables the extraction o f meaning fi-om experience. The 
individual must ‘move beyond current thoughts, ideas or behaviours with regards to the 
experience’ (Moon, 2004, p. 27) and attempt to ‘generalise thinking fi-om the analysis of 
personal experiences’ (Cowan, 1998, p. 18). To develop a personal knowledge base, 
Eraut (1994) argued that new ideas and concepts have to be transformed and 
deconstmcted in order for it to become new knowledge. Following reflection, 
knowledge either becomes integrated into existing representations or new ones are 
created to accommodate the new insights.
This ties in closely with Kolb’s (1984) experiential leaming theory, which remains one 
of the most influential leaming theories to date. Moon (1999) suggests that whilst this 
theoiy does not increase our understanding of reflection per se, it does allow us to place 
it within a leaming sequence. This model describes how leaming can be created fi-om
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observations of experience, which via ‘reflective observation’ can be translated into 
concepts that may guide future action through active experimentation. If  reflection on 
experience does not occur, it may be rapidly forgotten or its leaming potential lost 
(Jacques, 2000).
There is a cyclical nature to leaming that allows for continuous development as 
reflection is not a linear process (Boyd & Tales, 1983). There is a need for practitioners 
to reflect on their reflections. Stedmon et al. (2003) suggests that this ‘reprocessing of 
experience and relating it to wider theoretical perspectives constitutes a metatheoretical 
framework which forms the basis of a continuous cycle o f critical evaluation o f one’s 
practice’ (p31).
Does reflection result in improved practice?
The literature suggests that participation in reflective practice is conducted under the 
assumption that it will lead to professional growth and knowledge development and an 
increase in clinical effectiveness. Within the context of the NHS, activities and 
treatments offered by its staff are required to be grounded in evidence that can 
demonstrate the value o f what they do (McSherry & Haddock 1999).
An increasing number of authors have commented on the lack of research evidence for 
the clinical benefits or value of reflection in producing more competent health care 
practitioners (Bennett-Levy, 2003; Bumard, 1995; Mackintosh, 1998; Newell, 1994; 
Paget, 2001;) The perceived benefits often appear to be anecdotal, based on the 
observations o f identified experts in the field. O f the limited research that does exist, 
findings have not shown a strong link between the two. Some studies demonstrated a 
lack of relationship between reflection and self reported increases in leaming in 
comparison to other teaching methods (Lowe & Kerr, 1998). In other studies (Davies, 
1995; Durgahee, 1996), the authors appear to make a substantial inferential leap between 
assuming that engagement in reflective practice was the cause o f an associated 
improvement in skills, or that a shift in thinking occurring during reflective activity 
would lead to improved practice (Paget, 2001). When interviewed, many practitioners 
found it more difficult to say what result reflection had on their professional
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development (Gustafsson & Fagerberg, 2004). Shields (1995) discovered that 
professionals may report an intention to change as a result of reflection. However, 
drawing on research from the health psychology field, it has been found that an 
individual’s intention to change does not adequately predict actual behavioural change 
(Sheeran, 2002). Further, in terms of Prochaska et al. ’s (1992) stages of change model, 
the professional may remain in the contemplation stage, without advancing on to the 
action phase.
Paget (2001) studied the impact of reflective practice on clinical outcome in student 
nurses. The majority believed that a specific change (either a concrete change in their 
practice or an internal, personal change) had occurred in their practice and that this had 
been integrated into the practice. Importantly, they had continued to use reflective 
practice subsequent to finishing the course and over the longer term. This suggests once 
reflective skills have been acquired, it can continue to positively impact on 
professionals’ practice following education.
The issue o f whether potential benefits can be realised through reflective practice may 
be related to internal factors (within the individual), or external factors (within the 
context or work environment), which may facilitate or impede the reflective process. An 
individual must be willing and open minded (Boyd & Tales, 1983), and sufficiently 
motivated to engage in title process (Hyrkas et al., 2001). They must also be prepared to 
take a risk in exposing their practice, including their personal inadequacies (Thompson, 
2006).
Yip (2006) discusses the need for a supportive working environment to encourage 
reflective practice. Reflective practice has been perceived by some to be a form of 
management surveillance (Cotton, 2001) and if  this perception is shared by 
professionals, it is unlikely to engender the desire to reveal shortcomings in their 
practice for fear o f negative reprisals. Mitchell (1995), in her experience of setting up a 
personal support groups for trainee clinical psychologists, noted that trainers’ evaluation 
o f the trainee has the potential to influence their career prospects. Reflection on personal 
matters under these conditions would be difficult. The existing culture o f  an 
organisation and the readiness of institutions to incorporate reflective practice, as well as
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the degree to which reflection as an activity is sanctioned and valued by senior personnel 
will influence the individual practitioner’s engagement in reflective practice (Driscoll 
and Teh, 2001; Darbyshire, 1993; Jarvis, 1992; Mantzoukas and Jasper, 2004). This 
suggests that the process must be carefully managed and supported.
Reflection and Education
Given the association between reflective practice as a tool for leaming and improving 
one’s practice, it is perhaps unsurprising that the concept has attracted attention and been 
integrated within professional training and education (Atkins and Murphy, 1993; 
Hannigan, 2001). Dewey (1933) commented that ‘whilst we cannot learn or be taught to 
think, we do have to learn how to think well, especially acquire the habit of reflecting’ 
(p.35). Rogers (1969) proposed that as a result o f the ever changing nature o f 
knowledge and professional life, ‘the only person who is educated is the person who has 
learned how to learn: the person who has learned how to change and adapt’ (p. 152). The 
ability to reflect has become a pre-requisite for professionals working within the NHS, 
or any other social context, where the institution and hence the professions within it, are 
in a constant flux and change (Gustafsson & Fagerberg, 2004).
There is an increased acceptance of reflective practice as an organising framework for 
professional preparation, particularly in those professions where vocational experience 
and academic study need to be closely integrated (Boud & Walker, 1998). The British 
Psychological Society (BPS), who regulate and set accreditation criteria for the training 
o f clinical psychologists require trainees to be proficient reflective scientist practitioners 
on qualification (Powell & Howard, 2006). This document stipulates psychologists must 
develop the ability to ‘think critically, reflectively and evaluatively’, and make informed 
judgements often in the absence of complete information (BPS, 2007, p. 10).
On clinical training courses reflection has been subsumed under the umbrella of personal 
and professional development, and as a competency to be developed as a way of 
fostering self awareness and resilience (Gillmer & Marckus, 2003). Psychologists must 
understand the impact their own value base has on their clinical practice, and use 
supervision to reflect on their practice (BPS, 2007). Further, what is specific to the
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clinical psychologist is that to work therapeutically with clients, they however must be 
aware o f their own vulnerabilities, to be able to work effectively and ethically 
(Lavender, 2003). O’Loughlin (2003) draws attention to the potential for psychologists 
to act out their own issues within therapy with clients, and therefore considered it 
important for psychologists to reflect upon their own motivations, behaviour and 
countertransference feelings within the therapeutic environment.
Facilitating reflection in others is a key skill required o f the psychologist, both in 
working with clients and working in teams. The role of the psychologist is to help clients 
reflect on their experiences (Bolton, 2003) and to help them understand their experience 
in ways that are not possible whilst they remain unexpressed (Greenberg and Watson, 
2005, p. 305). The New Ways o f Working document for mental health professionals 
(National Institute of Mental Health in England (NIMHE), 2007) also indicates a 
requirement for greater psychological consultation and supervision in mental health 
teams, and a key aspect o f this may be encouraging reflection in others. This highlights 
the need for the psychologist to not only understand the importance o f reflection but to 
have the ability to facilitate this process in others. Arguably therefore, the psychologist 
must practice the art o f reflection as applied to themselves before this can occur.
Within clinical psychology, it has been questioned how to ‘teach’ reflective practice and 
whether this should be an objective at all (Cushway & Gatherer, 2003). The danger in 
trying to ‘teach’ reflective practice is that can end up being reduced to that o f a 
technique, thus placing it within the realms of the technical rational approach (Bleakley, 
1999). Heuristic models of structured reflection may helpfiilly guide the novice in the 
reflective process. However, Boud and Walker (1998) warn that attempting to 
mechanise the process may lead to it being applied without due thought and 
consideration. It has been argued therefore that training courses provide opportunities 
for reflection through their chosen teaching methods which might ‘encourage reflection 
in a variety of ways’ (Cushway & Gatherer, 2003, p.9).
The integration o f reflective activity within educational programmes however is not 
straightforward. Boud and Walker (1998) report on a range o f difldculties in including 
reflective practice within training courses. There is an assumption that allocating space
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to reflect, without the necessaiy guidance, is sufficient for leaming to ensue. They argue 
that reflection within education may sometimes be seen as purely an intellectual, 
academic exercise, rather than a means o f improving practice. This was confirmed in a 
study by Duke and Appleton (2000). If reflective activity is formally assessed as part of 
an evaluation of the student, it has been argued that students are less likely to feel they 
can be honest in their reflections and may report what they believe the assessors want to 
hear (Mackintosh, 1998).
Any context will shape constructions of reality, how to think and what is regarded as 
legitimate knowledge. Boud and Walker (1998) suggest that professional enculturation 
is part o f this shaping process, where knowledge and assumptions become taken for 
granted. The institution inviting reflection must therefore be able to tolerate students 
challenging the assumptions of educators and the leaming context they are part of, 
which may be difficult. Reflection and leaming requires a connection with emotions 
(Boud et a l, 1985), yet these expressions are not naturally accommodated within 
educational forums (Boud & Walker, 1998). Without awareness of these issues 
educators may restrict reflection to areas which they feel comfortable with, to the 
detriment of students’ leaming and development.
Developing the ability to reflect
Engaging in reflection is not an all or nothing phenomenon. There would appear to be a 
gradation in the level or depth of reflection that may be achieved. A number o f authors 
have revealed the different levels o f reflection (Day, 1993; Kim, 1999; Wong et ah, 
1995). For example, Wong et al. (1995) distinguished between non reflectors, reflectors 
and critical reflectors. In summarising some of the research (Day, 1993; Powell, 1989; 
Richardson and Maltby, 1995), Duke and Appleton (2000) suggest that the level of 
reflection achieved by many students may be confined to the level o f describing 
experiences, feelings and evaluation of care, and that critical reflection is harder to 
achieve.
There is some evidence to suggest that the ability to reflect can develop over time on 
educational courses (Davies, 1995; Duke & Appleton, 2000; Pultorak, 1996; Smith,
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1998; Wong et al., 1997). Duke and Appleton (2000) found students could develop in 
their reflective abilities and move beyond the descriptive level described by previous 
research. Whilst finding that this was much harder to achieve, there was a positive 
change in the students’ ability to analyse and synthesis knowledge. They did however 
remain unable to develop the higher level skill of more critical reflection involving the 
consideration o f context. They highlighted a concem that many students did not plan any 
actions as a result. Given this aspect is fimdamental to a number of models of leaming 
from reflection (Kolb, 1983), and the motivation for including reflective activities in 
educational programmes to develop the professional, this seems an important 
consideration to address.
Reflection and Groups
In reviewing the existing literature there is little research investigating the impact of 
using groups to enhance reflection or leaming. There is some evidence indicating 
positive outcomes stemming from reflection in groups. Leaming is thought to be 
typically enhanced when students are able to experience working in a socially cohesive 
group (Spalding et al., 1999). Platzer et al. (2000a) found the potential for groups to 
stimulate changes in an individual’s thinking and perspective. This could lead to changes 
in their attitude and behaviour. Engagement in groups also allowed the development of 
critical thinking ability, increased professionalism, a greater confidence to challenge and 
make autonomous decisions. Graham (1995) illustrated the potential o f action leaming 
groups to develop one’s practice and promote reflection.
How might groups facilitate or hinder reflection?
It is useful to consider the process or mechanisms by which the group may facilitate 
reflection. The depth of reflection and leaming achieved is considered to be supported 
by the dynamics within the group; in particular, the balance between support and 
challenge or probing provided by the group and the facilitator (Bibace, 2004; McGill & 
Beaty, 1995; Platzer et al., 2000a). From Graham’s (1995) research, groups may 
facilitate improved practice through helping with the conceptualisation process, sharing 
ideas and enabling the issue to be ciystallised, and providing validation to make
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changes. Enhanced learning may occur due to the greater variety of life experience held 
by the individuals within the group that may be drawn upon (York-Barr et al, 2006). 
Abercrombie (1960) found that that working in a group elicits a variety o f interpretations 
about the same issue. This was found to prevent the group members getting caught up in 
the mindset o f the previous experience, which appeared to challenge their 
representations of it and lead to an improvement in clinical judgement.
There are however a number o f inhibitory elements within groups that have been found 
to constrain reflection including: individuals’ fear o f making themselves and their 
practice open to scrutiny and possible criticism (Fisch & Twinn, 1997; Platzer et a l, 
2000b); difficulty allowing themselves to admit their true feelings about patients in an 
uncensored way (Das et al., 2003); differences in preferred learning styles and interest in 
group learning between group members (Kolb, 1983; Honey & Mumford, 1983; Platzer 
et al., 2000b; Powell & Howard, 2007) and problems around forced participation in 
groups (Platzer et al., 2000b).
Understanding o f  groups
It is helpful to consider the contribution that group analytic theories can make in 
enhancing our understanding of what happens within groups. Thomas and Hynes (2007) 
highlight the connection between early family experiences and later attitudes and 
behaviours at work. Individuals will come to the group as a learning environment with 
different pattems of relating that mirror their own underlying developmental concerns, 
emotional needs and early experiences (Cartney & Rouse, 2006). It has been suggested 
that these can have a disruptive influence on the group, as memories and feelings which 
are located with the family o f origin (or 'primary group") become triggered, and 
subsequently re-enacted, within the group (Foulkes & Anthony, 1984). This may affect 
the dynamics of the group and what is possible to achieve or leam within it. It is also 
argued that demonstrations o f unconscious defence mechanisms, o f which this is one 
example, may interfere with accurate reflection and self awareness.
In terms o f theories of group dynamics, Tuckman (1965) proposes a model of group 
development involving four distinct phases; forming, norming, storming and
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performing. The group is considered to be most effective and productive in the 
performing stage. Yet not all groups are observed to reach this point, instead becoming 
caught at earlier phases which have not been resolved or worked through to allow them 
to function optimally. When considering reflective practice within this format, it must 
therefore be acknowledged that this is likely to have an influence on how it might be 
possible to use the group based on the group’s stage o f development.
Rationale for the Current Investigation
The current research will focus on investigating trainee clinical psychologists’ 
perceptions o f reflection within a Case Discussion Group (CDG) held as part o f the 
doctorate programme in Clinical Psychology at the University of Surrey. The aim o f the 
CDG is, according to the course handbook, ‘to promote reflection on clinical work with 
reference to personal and professional learning, ethical dilemmas in the work, 
appreciation of diversity and the development of cultural attunement, and theory- 
practice linking. These form now the backbone o f the Surrey approach to reflective 
practice, and the integration of scientist practitioner and reflective practitioner 
approaches’. Trainees are required to participate in the groups across the three years of 
training. Membership remains fixed, apart fi"om the facilitator which changes annually, 
and typically there are 6-8 trainees in each group. They are held every two weeks during 
term time and attendance at the group is compulsory, but do not form part o f any formal 
evaluation of the trainee.
As described above, there is an absence of research into both reflection, and reflection 
within a group format. Given the growing acknowledgement of the importance o f 
reflection within the psychology profession, fiirther research exploring this concept is 
required. Virtually no research exists focusing purely on trainee clinical psychologists’ 
experiences of reflective practice, yet this is rapidly becoming integrated into training 
programmes. This review has illustrated the complexities surrounding the application of 
reflection within a clinical and educational environment. The majority of the research 
has been conducted from a nursing or social work perspective, with psychology making 
little contribution to our understanding of reflection. The atheoretical status o f this 
concept makes it even more pressing to investigate if we are to understand it further and
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the implications for how psychologists might engage with reflection in connection to 
their work.
Methodology for the current research
The current investigation will adopt a qualitative approach to the research. Ashworth 
(2008) suggests that qualitative research is naturally aligned to studies o f Psychology. 
Within qualitative epistemology, unlike positivist paradigms, the emphasis centres on 
the reality for the individual. There is not considered to be a single truth that may be 
objectively knowable. At the heart of qualitative research is a high regard for 
subjectivity, meaning and sense making (Willig, 2001). Henwood and Pidegon {1992, p. 
99) suggest that knowledge is not considered to be created through the imposition of 
preconceived ideas; rather a qualitative process of enquiry will develop working 
hypotheses from the data generated in participants’ accounts. Qualitative methods are 
considered to be appropriate for research that is ‘interested in complexity or process or 
where an issue is controversial or personal’ (Smith (1995, p ll) . It is argued that 
investigating experiences of reflection within case discussion groups contains all of 
these elements.
The current research will use Interpretative Phenomenological Analysis (IPA, Smith, 
2003) as a research method. IPA aims ‘to explore in detail how individuals make sense 
o f their personal and social worlds’ (Smith & Osbourn, 2008, p53) and draws on 
different theoretical areas, making links with Phenomenology, Hermeneutics and 
Symbolic Interactionism. These roots can be observed through emphasis in IPA on the 
individual’s ‘lived experience’ and their personal account o f a phenomenon, which is 
placed in contrast with trying to produce ‘an objective statement about the object or 
event itself (Smith & Osbourn, 2008, p53).
It is clear that the assumptions underpinning qualitative research also hold true for the 
reflective practitioner. Neither is concerned with attempts to establish an objective 
scientific tmth, instead value is placed upon personal knowing and subjectivity. Both 
view knowledge as developing through a process o f meaning making o f experience and 
interpretation. Taylor (1998) proposes that reflection makes sense o f human existence.
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because lived experience builds up and develops interpretative significance, the result of 
which resonates with the individual and perhaps with others. Thus the concept o f lived 
experience is well aligned with ideas of reflective practice. By contrast the alternative, 
employing a quantitative methodology, may seem contradictory to the philosophical 
basis o f reflection which argues against such technical rationale approaches (Duke & 
Appleton, 2000). Further, utilising a deductive method where hypotheses are tested 
would also appear to be premature given the lack of clarity around reflection as a 
concept.
Furthermore, the adoption here of IPA means that the study shares the assumptions of 
the analytical method. That is, the study, like the method, places a focus on cognition, 
where ‘thoughts and feelings that are implicated in people’s experiences’ (Willig, 2001, 
p. 66) are transmitted or shared during social interaction, in this case the interviewing 
process. Also, it is accepted here that the researcher attempts to step into the world o f the 
participant and engages in what Smith (2003, 2007) calls double hermeneutics. Smith 
points out that the meaning of events is always an interpretation of the individual. 
During the research process, the researcher tries to make sense of how the participants 
make sense o f their worlds. The researcher’s view of the world is then considered 
necessary to interpret what the participants say, rather than as a bias to be eliminated 
(Willig, 2001). The researcher subsequently needs to acknowledge, through a reflexive 
process, the possible influences his or her background may had on the analytical process. 
These continuous reflections are made explicit and transparent within the research.
A reflexive approach was especially relevant to the analytical process o f this study given 
the researcher’s dual status as investigator and trainee. As a researcher, it was important 
to engage participants into giving insightfiil accounts. As a colleague trainee, sharing the 
same experiences as the participants, helped to make sense o f the participants’ worlds 
and gain a deeper insight of these worlds.
The present study therefore aimed to explore the perceptions of clinical trainees with the 
objective o f gaining an insight into their views about CDG by asking:
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‘What are Clinical Psychology trainees’ perceptions and experience o f  reflection within 
their Case Discussion Groups?’
METHOD
SAMPLING
The composition of the sample included ten trainees; three first years, four second years 
and three recently qualified trainees. The participants were a homogenous group in the 
following ways: they had all participated in the same doctorate programme in clinical 
psychology, and they had all had experience of the case discussion groups and reflection 
during the training course. They could also be considered a purposive (Smith, 2007) but 
also opportunistic sample (due to the way they were recmited), as each of the 
participants recruited were potentially able to provide a rich and detailed account of the 
phenomenon due to the fact they had all engaged in the CDG. The sample was 
predominantly female (only one male was interviewed), which arguably, reflects the 
gender imbalance within the clinical psychology profession and those currently on 
clinical psychology training courses. All participants were white, British. The 
participants’ ages ranged between 25 and 40.
This number may be considered a little too high for a qualitative project o f  this type 
(Smith, 1999, 2003), however it is thought that it is important to ask participants across 
the three years to have a sense of the whole phenomenon. The training programme has 
undergone significant revision in recent years, reflecting in part changes within the 
profession and NHS. It is possible that different year groups may have had different 
experiences of training and the emphasis placed upon reflection. There is also evidence 
to suggest that over the course of training, students’ reflective ability develops over time 
(Duke & Appleton, 2000). It was therefore considered important to interview sufficient 
numbers fi*om each year group to be inclusive of this variability.
PROCEDURE
Page 128
Ethics
Local ethical approval was sought and granted by the University of Surrey (see appendix 
1). As the trainees were paid employees of the NHS, advice was sought from the local 
COREC representative who confirmed that the current research did not require NHS 
ethical approval (see appendix 2).
Recruitment
All participants were recruited from the Doctorate programme in Clinical Psychology at 
the University o f Surrey. Participants were sampled from the first and second year of 
training and from the year who had qualified from the course in 2007. The third year 
trainees were not interviewed due to the researcher being part o f this cohort, as this had 
the potential to create additional conflicts that may have undermined the research. 
Therefore this year group was excluded. None of the trainees interviewed were well 
known to the researcher. There were no other exclusion criteria applied that prevented 
trainees from taking part in the interview.
The trainees were invited to participate in the interview by letter (see appendix 3). An 
information sheet was provided about the research and the interview process to help 
inform their decision (see appendix 4). Trainees were encouraged to contact the 
researcher with any queries or concerns about the research. For practical reasons, tiie 
first ten participants who contacted the researcher expressing their desire to take part in 
the research were interviewed.
Interview Schedule
The interview schedule was semi-stmctured. Here the researcher should be guided by 
the schedule rather than dictated by it (Smith, 1995). This allowed the participants to 
contribute to the direction of the interview to a greater extent, which is in accordance 
with the researcher trying to enter the participants’ life world. It also allowed the 
researcher to pursue interesting avenues that they had not previously considered.
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The interview began by asking a broad question about the meaning trainees attached to 
the term reflection and examples of times they had, if  at all, reflected. Many authors 
propose that reflection is a difficult term to define (Ixer, 1999), and therefore the 
researcher did not wish to make an assumption that trainees’ understanding o f reflection 
would tie with those in the literature. The interview schedule was guided in part by 
features identified in the literature. The schedule progressed to focus on aspects of the 
trainees’ experience o f the CDG and reflection (See appendix 5 for interview questions 
and prompts).
The interviews lasted between 30 and 45 minutes. With the participants’ permission, all 
interviews were audio recorded and transcribed verbatim. Interviews took place either 
on the university campus, or in the case of the newly qualified psychologists, at their 
work place.
Ethical Issues
Emotional impact o f the research
Reflection is known to heighten awareness of practice conflicts and dissatisfaction with 
aspects of one’s practice (Driscoll & Teh, 2001). Reflecting upon professional 
experiences can also be an upsetting and emotionally challenging experience in terms of 
the process and insights that might be gained (Morley, 2007). This meant that the 
interview, where participants were being asked to reflect on and recount their 
experiences, may have led to some discomfort. To reduce this impact, the researcher 
asked intentionally broad questions so that trainees could choose the focus of their 
reflections. They were also encouraged to utilise the wide range support systems on the 
clinical programme should be research should cause them undue distress.
Confidentiality and Anonymity
The researcher was conscious that participants may have been concerned about the 
degree to which they could disclose their true feelings about the research topic due to 
concerns over anonymity and the course team receiving feedback on the analysis. Smith
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(2008) recognised that, at times, there may be reasons why people may not self-disclose. 
Therefore procedures for signing up for the research were designed to preserve their 
anonymity. Identifying details of participants were omitted from discussions with 
supervisors and consideration of this issue was prioritised in the write up o f this thesis. 
These safeguards were discussed with participants. All were satisfied with this 
arrangement and gave their consent accordingly (see appendix 6 for consent form).
Tension in roles
There was a dual role held by the investigator as both researcher and a member of the 
trainee cohort. A tension existed between having had ‘lived experience’ o f the 
phenomenon under investigation and being a researcher attempting to take an observer 
perspective of it. Over identification with the participants had the potential to risk 
developing the research in ways that reflected more about researcher than achieving an 
insider account of the participants.
There were however advantages in the dual position of the researcher. Having shared 
experience with one’s participants can be seen to generate richer data (Leicester, 1999; 
Shah, 2006). Also, having ‘access to a priori knowledge o f participants’ subjective 
realities by virtues of shared experiences’ can be considered an ‘epistemological 
privilege’ (Stanley & Wise, 1993, p227). Other methods can also be subject to the 
blurring of boundaries between the researcher and the researched as their worlds are 
intertwined to a greater degree than perhaps other methods. These include co-operative 
enquiry (Heron, 1996), ethnography, and longitudinal constructivist research (Torres & 
Magolda, 2002). A common theme for managing these tensions throughout the 
literature was the importance of reflexivity and therefore the researcher’s attempts to 
engage with this will be described.
QUALITY OF THE RESEARCH
There has been a great deal of debate surrounding how to assess the quality of 
qualitative research. There is a general consensus amongst qualitative researchers that 
research cannot be judged by the same standards as quantitative research which
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represents a different epistemological position (Mays & Pope, 2000). Therefore the 
following methods for establishing credibility in relation to IPA were considered.
Reflexivity
With regards to IPA, Willig (2001) argues that sufficient attention needs to be paid to 
reflexivity issues. This involves ‘outing die Researcher’ (Finlay, 2002, p531), or 
‘owning one’s perspective’ (Elliott et a l, 1999) which refers to illuminating and making 
transparent the researcher’s preconceptions, values and history that may influence the 
research. It is considered a way o f helping the reader to ‘interpret the researcher’s data 
and understanding of them and to consider possible alternatives’ (Elliott et a l, 1999, 
p22I). This was facilitated through the following methods:
1. Meeting with a colleague to ‘out’ the perspective of the researcher
The researcher met witii a colleague who specialises in psychodynamic psychotherapy to 
discuss the research\ This helped the researcher consider their motivations and interest 
in undertaking the research, and the pre-existing knowledge, beliefs about reflection and 
experience o f CDG that may influence how they addressed the research question or 
engaged in the analysis. Van Manen (1990) stressed the importance o f doing this early 
on in the research process to avoid interpreting the phenomena before ‘we have even 
come to grips with the significance o f the phenomenological question’ (p46).
2. Providing the reader with au insight into my own personal world
A section (Self Reflexivity) has been dedicated to sharing with the reader, the 
researcher’s potential influence on the research. Finlay (2002) suggests that the 
researcher must develop a ‘thoughtful, conscious self-awareness’. It has been argued that 
keeping a journal can be a usefiil way o f increasing reflexivity (Henwood & Pidgeon, 
1992). Therefore the researcher used a reflective journal which stimulated deeper
* This was recommended by Dr Adrian Coyle, an experienced qualitative researcher, lecturer and author 
on qualitative methodology. The purpose o f this was to try and uncover any unconscious motivations or 
desires that may influence the research process or analysis.
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reflections about their own role as a researcher and the development o f their ideas about 
the area under investigation.
3. Documentation and Grounding in Examples
For transparency, the researcher has tried to explicate the analytic procedure and provide 
examples of how they conducted the analysis in the appendices. This was completed in 
the hope that it would allow the reader to evaluate how faithful they have been to the 
methodology and to ‘assess the fit between interpretations and the data (Elliott et al,
1999).
Further Checks
Finally in establishing the credibility of the research, participants may be asked for their 
responses to the analytic interpretation made by the researcher, a procedure known as 
response validation. If there is agreement, this may be considered good fit between the 
data and the interpretation (Henwood & Pidgeon, 1992). This has been contested by 
many however, as there may be personal or social reasons for disagreeing with the 
researcher’s interpretation (Willig, 2001). Five of the participants, represented across the 
year groups, were emailed the analysis by the researcher and asked for their comments. 
All five participants required a reminder to provide their feedback, and four o f the 
participants subsequently responded. All o f the participants felt that the findings 
resonated with their experience. There was some questioning of what was the final 
theme ‘CDG as a valued forum for learning’ (see appendix 7 for a sample of 
participants’ comments). It is advised in these instances that participants’ responses 
should be sought, and these differences be attempted to be explained (Willig, 2001) and 
incorporated in the analysis (Mays & Pope, 2000). Following email correspondence with 
the participants, aspects o f this theme were integrated into other themes and their 
concerns incorporated into the analytic text. The possible reason for this disagreement 
was reflected upon in the ‘Evaluation of the research’ section within the discussion.
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SELF REFLEXIVITY
My previous experiences o f reflective practice and my specific personal interests may 
have influenced the research process, which I will now outline. Having been party to 
reflective practice groups, both clinically and at university in the CDG, I had developed 
certain assumptions about their usage. I considered that whilst they can be beneficial, 
this cannot be assumed, as these groups could also be problematic to leam within. In my 
review o f the literature, I was therefore motivated to question some o f the positive, 
anecdotal claims made about reflective practice, and seek out an evidence base that 
could either substantiate these assertions or that highlighted the complexity or negative 
aspects to these groups. Having had mixed experiences o f reflective practice groups, in 
the analysis and write up, I was drawn to illuminate the conditions that might facilitate 
or impede the reflective process. This was possibly as a way o f making sense o f my own 
subjective experience.
As a third year clinical psychology trainee, there were a number of potential influences 
on the research. Given the lack o f contribution o f psychology to the field o f reflection, as 
a scientist practitioner, I was to drawn to look out for psychological literature to inform 
our understanding o f the concept, albeit with little success. During data collection it was 
important to me to give the perspectives of my trainee colleagues a voice, and as such, 
the data collection method for the research was selected to provide minimal constraints, 
to allow trainees maximum freedom to discuss what they wanted to. Finally as a third 
year, I saw the CDG and training as a process which evolved over time. This directly 
affected what I asked in the interview and increased my sensitivity in the analysis to 
developmental issues.
I also have a personal interest in organisational psychology. In the data collection phase 
I was aware that this could have led me following up on participants leads about group 
process, dynamics and the training environment. In the interviews, analysis and the write 
up, this may have meant that I could have paid more attention to issues of process than 
content. In my discussion, I was aware o f drawing on macro level as well as micro levels 
o f interpretation to take account of the context as one would in organisational 
psychology.
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ANALYSIS
The analytic procedure for this investigation was based on guidance by Smith et al. 
(1999). These guidelines however should be applied flexibly to allow for the 
researcher’s creativity (Smith, 2003, 2007). The ultimate goal of the analysis process is 
to make sense of the participant’s view of the world, achieving some sort o f order and 
structure to the range of concepts that have been identified. The following stages in the 
analysis were completed.
The analysis began with the researcher familiarising themselves with the data within it 
by reading the first transcript several times. An example of the participants’ transcripts 
can be seen in appendix 8 .^ Any associations, descriptions or connections that came to 
mind were recorded in the left hand margin and more abstract themes that appeared to 
encapsulate what the participant were reporting, or that gave some sort o f conceptual 
insight, were recorded in the right margin (see appendix 9 for example as applied to one 
o f the transcripts). The researcher compiled a list o f emerging themes, which were 
clustered to develop a higher order abstraction of the data. The researcher moved closely 
back and forwards between the data and the identified themes, to remain grounded in the 
participants’ accounts. A list of master themes were identified, which most strongly 
captured participants’ concerns about reflection and case discussion groups.
This process was repeated on the next transcript, whilst keeping in mind what had 
observed in the first transcript. The researcher found that in following transcripts, 
identified themes remained connected to that which had been identified earlier in the 
analysis however these took slightly different forms. Some new themes also emerged 
and earlier transcripts were reviewed again to see whether this was evidenced within 
them also. At this stage, the researcher engaged in a fluid process whereby they
 ^ It was considered that providing a whole transcript in the appendices would be a breach o f  
confidentiality, because within accounts, it may be possible to identify some o f  the participants. Given this 
is a publicly accessible document stored at the university, it was decided that samples jfrom each o f  the 
participant’s transcripts would be presented. These were taken fi-om different parts o f  the interview to 
provide the reader with a feel for the data.
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reflected upon the connections between themes, and how they might be organised 
differently as master themes to best reflect the participants’ experiences. Master themes 
that were organised under the umbrella o f superordinate categories, and these continued 
to be elaborated and deepened even during the write up of the research as acknowledged 
by Smith etal. (1999).
RESULTS
THEME 1. WHAT IS REFLECTION?
This theme encapsulates participants’ 'personal understanding o f  reflections". 
Participants described a 'process o f  reflection ", describing circumstances that typically 
prompt them to reflect and the requirement of slowing down one’s thinking to be 
reflective. In defining reflection, participants had clear ideas about more superficial 
activities that were not considered as examples o f true reflection in CDG and this sub­
theme has been named ‘Thinking beyond -  depth o f  reflection in CDG "
Personal understanding o f reflection
The term reflection was associated with thinking or being thoughtfiil. Many participants 
viewed reflection as an introspective, observation o f the self, allowing them to become 
more conscious of the interaction between themselves and their environment, as one 
participant illustrated:
‘[Reflection is] looking within myself and seeing how what"s in there relates to what"s 
around me I  suppose, my colleagues, clients and thinking about how that affects me 
inside and how that process might in turn affect them outside " (participant 1).
A number of participants talked about holding personal values, beliefs, expectations, 
ideas and having individual histories that contribute to who they are as people. 
Reflection was observed to allow them to consider these internal aspects to themselves 
and how they might influence their encounters. Participants were motivated to examine
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their actions and decisions, and the behaviour of others, because these were not always 
within their awareness at the time, as one participant explained:
‘Why did I  follow it in that certain path and not and sort o f  blinker all the other things
at the time ’ (participant 9).
This examination of their interactions did not focus solely on the content of what was 
being said but, as one participant remarked:
‘[Reflection is] a way o f making sense o f  experiences and understand the process
underneath the content’ (participant 8).
This suggests that participants were seeking to look beyond what might be seen or 
thought about at a surface level, to gain a deeper appreciation o f underlying influences to 
that which they observe.
During the process of examining their practice, reflection for the participants appeared to 
contain an evaluative component. This seemed to be connected to the desire to improve 
future practice and leam or develop from their experiences.
‘I f  I  have done something right - what was good about it? I f  I  have done something that I  
fee l could have been done differently -  why is that? How is that going to impact on my 
work in future ’? (participant 7).
The Process o f Reflection
Reflection in the participants was said to be typically prompted by a realisation that 
something was ‘not right’ or ‘not working’ as anticipated, or a negative feeling or 
emotional reaction. It seemed to occur when there had been a slowing down of mental 
activity that allowed a detailed analysis of an experience or replaying o f events. There 
was a requirement of space to do this, with some participants allocating time to 
explicitly reflect. For others, slower processing was facilitated by listening back to taped 
sessions, discussing an encounter with someone else or writing a reflective process
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account or clinical notes. This allowed them to think more deeply about what was 
happening. In turn, this led to noticing different aspects of the experience that had 
previously been overlooked, as the following participant suggested:
7 was listening to a tape and there was a bit when I  realised I  sounded like I  was really 
trying to rescue the client from  the situation she was in and it made me think about why 
I ’d  fe lt like that, why I  got dragged into that pattern, why I  hadn’t noticed that at the 
time ’ (participant 6).
As can be seen then, reflection was observed as an individual dialogue between each 
participant and their inner thoughts or voice as 'an internal commentator ’, allowing the 
participant to potentially come to a different understanding about an issue.
'Thinking Beyond’ - Depth o f Reflections in CDG
Participants varied widely as to whether they considered CDG to be reflective. Many 
participants considered CDG to be a forum where there was the potential for reflection 
to occur, however this was not guaranteed for all. Even if reflection was not a regular 
occurrence, some participants could describe instances where they had been able to have 
what they considered to be reflective conversations:
‘It was a really useful reflective exercise to talk about why perhaps we [the group] did 
that, and what it says about us as psychologists and to reflect on what other 
professionals might have stereotyped us like, so that was really useful’ (participant 10).
The stage of training did not necessarily correspond with the depth o f reflection within 
the case discussion group, although comfort within the group made this more likely. The 
participants’ experience of whether there was a reflective focus to the CDG was 
observed to change in a non linear fashion across the different years of training.
In defining reflection, most participants were clear about activities that were considered 
to be less akin with true reflection as they understood it. The following descriptions were 
made mainly in relation to first year Case Discussion Groups, however for some this
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continued into latter years o f training. Case presentations that did not move beyond 
description or having factual type conversations about broader issues were not 
considered to be particularly reflective. This included taking an overly ‘pragmatic’, 
‘practical’ or ‘problem solving’ approach within discussions, which came across as 
‘advice rather than reflection’. As one participant suggested:
‘They weren’t really reflective in their focus at all in the first year it was kind o f  case
presentation and ‘this is what Fm doing and Fm stuck and what have other people done 
in similar situations’ ...the supervisor would say ‘you could do this, this and this and I  
think you ought to do th is’ ....there was no discussion, you would present and then were 
told what you should be doing ’ (participant 4).
‘I  guess its more about content than about process, its ju st coming up with a whole list 
o f  things as opposed to why did that happen in the first place and would there have been 
a different way ’ (participant 6).
Some participants did not always welcome this as it could lead to feeling overwhelmed 
by the quantity o f ideas, feeling criticised or that they had been misunderstood
Similarly when the pressures of training increased, and this was particularly noted in the 
third year o f training, the content o f discussions was perceived to be a release of 
negative emotion and stress. They were described as ‘venting’, ‘having a rant’ and ‘off 
loading’.
THEME 2: LEARNING TO REFLECT; INCORPORATION OF REFLECTION 
WITHIN THE SELF
This theme characterises the journey to becoming reflective ’. In particular, the degree 
to which participants had been able to integrate reflection into their practice and identity. 
Those learning to reflect required conscious and active attempts to be reflective until it 
became part of their natural repertoire. The doctorate training appeared to involve a 
process o î ' indoctrination to reflection’. The training course was perceived by many as 
promoting reflection, and at times this was viewed as unnatural and was resisted by
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several o f the participants. However, over time, there appeared to be an 'acceptance o f  
reflection ’ resulting from the participant experiencing the positive value o f reflection for 
themselves.
Journey to becoming reflective
Participants seemed to vaiy along a continuum as to the integration o f reflection to the 
self. From the comments of several participants, it was considered that this appeared to 
be linked to socialisation experiences to reflection prior to training. Some participants 
who had not had experience of reflection, felt they needed to leam about the meaning of 
reflection, and how they might engage in reflective activity. There seemed to be a 
quality of reflection having initially been an unknown entity for some participants, as 
one participant remarked:
T m  a bit green around the gills about it all really ’ (participant 8).
Other participants felt comfortable in this process from the outset and had integrated 
reflection into their way o f being such that it became an expression of, and description 
o f themselves, for example:
T m  someone who likes to be able to reflect on things, Tm sure I  have blind spots and 
things I  don’t reflect on as much as others but I  enjoy the process ’ (participant 3).
The degree o f integration of reflection could be observed in the way in which some 
participants participated in reflective activity. Participants with less experience of 
reflection appeared to find it a challenge to incorporate reflection into their natural 
thinking process, instead having to apply it in a more piecemeal fashion.
‘Although its something that when I  make the decision to do I  fin d  I  can, I  think what I  
don’t do is when I ’m sort o f  in that describing a case mode, I  don’t kind o f  stop and
insert my reflections throughout I ’ll do a verbal paragraph at the end. It feels like it
doesn ’t come quite so naturally y e t ’ (participant 8).
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Being reflective was perceived by some participants as an activity to be engaged with. 
They were seen to desire more time to be allocated to ‘being reflective’. This was 
perceived as necessary if reflection was to happen. For other participants, reflection was 
considered more a way o f thinking and therefore it could occur at any moment in time 
under any conditions, and did not require any defined parameters that one was being 
reflective. Examples o f this included, when driving, in social discussions, and as 
someone was talking in the moment.
Indoctrination to Reflection
For many participants reflection had become strongly associated with training, and they 
felt that the value of reflection was heavily promoted. The doctorate training course 
immersed them in reflection, and for some this had made them perceive reflection as a 
central aspect to the profession, as one participant suggested;
‘[Reflection] that’s sort o f  the whole way we are as clinical psychologists I  think, that’s 
really instilled from Surrey... it is part o f  everything they do with us all the time so 
thinking about thinking about what we are doing. I  see it as a really positive thing ’ 
(participant 5).
This process of indoctrination to reflection within all aspects of training led to some 
participants feeling that they had become somewhat saturated with having to 'reflect on 
everything’. This could lead to tiie term being resisted if it were perceived as being 
‘drummed into’ them or that other people were tiying to formalise a natural activity they 
were doing already as reflection.
‘Its being done everywhere and your expected to do it... it might not always be 
necessary, but it might become quite false and something you are ju st doing to meet the 
requirements o f  the course ’ (participant 2).
Within the training context, some participants were seen to be discouraged when 
reflection felt forced or restricted in the way it was allowed to evolve. This seems to
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suggest that an overemphasis or pressure to reflect might interfere with the participants’ 
personal joumey to valuing reflection. It may become a forced exercise to be engaged 
with rather than genuinely believing in it for themselves, as one participant suggested:
‘It would be nice i f  reflection was something that grew organically with you as you went 
through the course ’ (participant 2).
A cceptance o f Reflection
Over time however increased exposure and familiarity appeared to some of the 
participants to lead to greater acceptance o f reflection, as shown in the extract below. 
Positive experiences of reflection were considered sufficient promotion for engaging 
with it. These participants it could be said had experienced for themselves the value of 
reflection, as opposed to being told or pushed towards it.
7  mean i f  something is sort o f  like part o f  your life over a year or so, then even i f  you 
feel, even i f  you almost had slightly rebellious ideas towards it from  the beginning, as 
time goes on you do get more used to it....things which are familiar become part o f  your 
repertoire ’ (participant 10).
THEME 3: IMPORTANCE OF THE FACILITATOR
The majority of participants talked about the importance o f the facilitator. Most agreed 
that 'active facilitation \ a degree of 'structure within the group ’ to provide containment 
and an attention to 'dealing with group process’ were important for developing the 
group and themselves.
Active facilitation
Broadly speaking, in the first year the majority of participants perceived the need for the 
facilitator to be ‘active’ within the group. This however should not be confused with 
being directive. The need for this was neatly summarised by one participant:
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‘  We [the participants] were like the blind leading the blind at that point ’  (participant 9).
Over time, although participants were seen to have more open discussions between 
themselves, and saw less need for the facilitator to direct discussions, most participants 
still wanted facilitators to take an active role.
‘We needed someone who was going to actively facilitate and work on drawing group 
members into the conversation and asking questions o f  the group rather than ju st 
summarising what was going on ’ (participant 4).
Several participants were able to tolerate less facilitation and still were observed to gain 
from the group. However, for many, without facilitation participants suggested that 
following conversations, they were left wondering ‘well where did that go’, particularly 
if  they were not discussing cases. Without some thought as to structure even in its 
loosest form, participants could experience the group as ‘floundering’. It seemed 
important to several participants that facilitators were able to draw a conclusion from the 
discussions, or extract some new or previously unconsidered meaning about what they 
had been talking about, as shown by one participant:
‘We were getting quite frustrated with each other, wanting to go in different directions 
[in a set task]....but as was rightly pointed out, that’s the position you are going to be in 
as a psychologist, y o u ’re going to be the one person holding this voice which is 
probably going to be contradictory to a lot o f  other voices ’ (participant 9).
If the facilitator took on too passive a role in the group, the participants perceived that 
the reflective quality to the discussion could be lost. Reflection was considered by some 
participants to be more than ‘just chatting’, and therefore the facilitator was considered 
to take a central role in developing greater depth of reflection. This was confirmed by a 
number of participants, who described the impact o f the facilitators’ presence in the 
room. As one participant said:
‘Without a facilitator there is a bit o f  a feeling o f  the conversation ju s t being a normal 
conversation about how things are going ’ (participant 1).
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Structure within the group
Having containment from the facilitator to be able to use the group was considered 
important by the majority o f participants, particularly when they were feeling anxious or 
some other emotion. A structure to sessions could be seen as aiding the containment. 
The amount o f structure varied across groups and one participant reflected upon the 
differences across years;
‘Although we always fe lt constrained by the really structured facilitator, we actually 
looking back got more out o f  that year that the ones [facilitators] who were more laissez 
faire and saidjust talk about whatever springs into your m ind’ (participant 5).
Participants had different opinions about the degree o f structure necessaiy, however 
there was a general trend towards preferring less structure so long as there was active 
facilitation.
The participants were seen to note a requirement for the facilitator to adapt to the 
changing needs of the group as they grew in experience and confidence.
‘As we developed I  think we needed to challenge that role [o f the facilitator] a bit and 
that fitted nicely with a different style o f  the facilitator ’ (participant 9).
This shows recognition that a facilitator may have their own natural style they feel 
comfortable in taking and that different facilitators are able to provide a different 
experience o f CDG.
Dealing with Group Process
Many of the participants were aware o f process issues in the group and felt these needed 
to be managed, by themselves or the facilitator. Some participants spent time outside of 
the group reflecting on what was happening within the group. This was done with CDG
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colleagues or individually. Participants seemed to vary in the degree o f comfort they had 
raising issues to do with group process themselves.
It would have been nice i f  in the group we were able to track that process [referring to 
the fac t they were ‘rambling’]  and I  suppose that could have been the role o f  the 
facilitator ’ (participant 3).
Many participants placed importance on the facilitator being willing to deal with group 
process issues and to pay attention to this as a group.
‘We had a brave facilitator who about ha lf way through over third year said ‘look 
there’s something wrong in this group isn’t there -  what’s going on? Why doesn’t this 
work fo r  you? I  think it was the first time we were able to sort o fp u t all this out there 
and then things improved remarkably from  then on... rather than ju s t lurking, and not 
being acknowledged or us not being aware o f  it or exactly what it was ’ (participant 4).
From the analysis, it appeared that managing the group process appeared to be necessary 
to help the group move forwards, and those groups that could address this appeared to 
have a more positive experience of the CDG.
Virtually all the participants reflected on having learnt something about themselves or 
the process o f groups and group dynamics through being in CDG, even if they 
considered that the group had not been particularly reflective. The participants were able 
to consider how others in the group might perceive them and how their behaviour or 
approach might affect what they took from the group. For some participants, they had 
gained greater confidence speaking or reflecting in groups, and for others they had 
become aware o f their own ways of interacting in the group, as one participant offered:
‘I ’ve learnt a little bit about saying my piece but also listening, the value o f  being silent 
and listening to other people in the group context and not always rushing through...I 
think that’s been a huge skill’ (participant 9).
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THEME 4: THE SUITABILITY OF CDG AS AN ENVIRONMENT FOR 
GROW TH AND REFLECTION
The Case Discussion Groups required participants to 'Reveal the Se lf. This involved 
exposing aspects of themselves and their practice which was perceived as a risk. 'Power 
and Expertise ’ referred to participants’ awareness o f discrepancies in power between 
themselves and facilitators, perceiving that the facilitators who had the potential to shape 
the discourse within the group. Participants appeared to question their contribution to the 
group initially and some participants wished to defer to the facilitator’s knowledge. 
However, over time they began to see themselves as increasingly able and this could be 
shared in the group. The ‘Role of Emotions’ and having ‘Time to Reflect’ was 
perceived by participants as influencing their use and engagement with CDG. Some 
participants were able to perceive ‘The Value of CDG for Practice’ and considered how 
this might inform their practice. This was not the case for all participants however.
Revealing the self
Some participants felt that the CDG forum was not always safe enough to be reflective 
within. Being able to share one’s shortcomings, lack of knowledge, vulnerabilities or 
self doubts was perceived as taking a risk to the participants. As one participant said:
Reflecting can be really exposing because its about ‘oh I  didn’t do that very w ell’ and I  
think maybe because we ’re early on in our case discussion group...I think that people 
are only prepared to bring as much as they are prepared to expose ’ (participant 6).
Some participants were said to engage in a process of self monitoring about what would 
be shared in the group. This seemed to allow them to regulate their level of comfort, 
which was perceived by some to vary across time. The effect of this appeared to be that 
they either did not share their true feelings or that they could tailor the presentation 
‘unnaturally’ a bid to appear competent or prevent them ‘looking foolish’. This however 
was felt to detract from the spontaneity, which many participants perceived was 
necessaiy for honest free flowing reflections to occur.
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There was a strong concern amongst most participants about how they came across to 
others, and this seemed to influence their disclosures. Many participants believed they 
were being evaluated in CDG. There was a desire to avoid negative evaluation or behave 
in ways that were ‘acceptable’ for many of the participants.
‘The fac t that i t’s in front o f  everybody.... ‘what will it mean they are thinking about me ’ 
and ‘what kind offeedback am I  going to get and do I  want that? ’And having a tutor in 
the group also means you have to think about how you are presenting yourself and what 
they are thinking about you ’ (participant 6).
Participants’ experiences of feedback or responses within the group, positive or 
negative, were perceived as having a powerful effect on contributions they made and 
risks they felt able to take in the future, as the participants here indicated;
‘I ’ve been cut short ha lf way through a sentence — something has been assumed I ’m 
about to say and I ’m told ‘I ’m wrong’, even when I  haven’t finished speaking and they 
[the facilitator] don’t know what I ’m going to say, and I  know they’ve misinterpreted it, 
which stops me from  wanting to saying anything again... I  fe lt shut down and that this 
was not a space where we couldjust be open and speak’ (participant 7).
‘It was one o f  those examples where ‘I  really hate this client and you know I ’m 
struggling to work with them ’ and although we all had those feelings it was like ‘can I  
really say that at university? ’ Yes it was fine, and then we all began to do it more ’ 
(participant 3).
Over time with several exceptions, most participants became more comfortable in the 
group. There appeared to be a noticeable reduction in anxiety and an increase in the 
security felt in the group. Establishing safety and developing tmsting relationships were 
recognised as important in being able to take risks.
‘Initially we were all like really anxious. Anxious on placement and we wanted 
direction, we didn’t know each other....making it safe was important, making it so we 
could talk to each other andfelt we could be honest about things ’ (participant 5)
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This appeared to allow participants to share more personal material and hear feedback in 
a less threatening way.
Power and Expertise
Many of the participants seemed to be aware of issues of power between themselves, the 
facilitators as representatives of the course, and supervisors on placement, who were 
observed by some as shaping conversations in CDG.
[Reflections on particular topics] fe lt more constrained because our facilitator would 
advocate the position o f  the university a lot in those discussions ’ (participant 5).
‘That was very very overtly stamped on as ‘this is not an acceptable way to think, yes I  
think it was said to that effect... it kind o f  makes a mockery out o f  being able to have an 
open discussion and think about the position your coming from  and why these things are 
acceptable or otherwise ’ (participant 4).
This quote highlights the perception that some participants held that certain facilitators 
found it difficult to suspend their role or professional lens to be able to have open 
discussion and allow participants the space to question and clarify their own position.
Participants appeared to be aware of dual roles and potential conflicts o f interest 
between facilitators and group members. For example, one participant was being 
supervised by the facilitator; some facilitators had social relationships with group 
members’ supervisors; and some facilitators were marking reflective accounts about the 
CDG from members of their own group. The effect o f this was to be cautious in what 
they shared or brought to the group. As one participant stated:
‘There were tricky dynamics around which I  think naturally impacted upon the process 
and I  don’t think these were brought out in the group ’ (participant 3).
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Some of the participants appeared to be attuned to the style and behaviour of facilitators 
which either indicated a greater or lesser discrepancy in power.
‘They [the facilitator] take notes and I  don’t know what happens to them and i f  our
names go against them or i f  they feed  back to other tutors there is an element o f  we
do fee l quite powerless ’ (participant 8).
By comparison, the majority of participants valued the equal relationships they held with 
each other in the case discussion groups. To a greater extent than other forums, 
including conversations with supervisors, this facilitated free expression and a mutual 
sharing o f ideas.
‘We are all at the same level....everyone is coming bringing their ideas and not really 
knowing i f  they are right but being prepared to say, ‘well this worked fo r  me' 
(participant 6).
Ability to contribute
Initially a number of the participants questioned and doubted whether they could make a 
positive contribution to the group. This appeared to the participants to be a result of 
them perceiving that they lacked experience to draw upon and that they were trying to 
grapple with new concepts and theories in training that were unfamiliar to them.
7  think you want to discuss a case feeling that you had something to offer and I  think in 
the firs t year we didn’t necessarily think we had something to offer even when we had 
clinical experience ’ (participant 2)
In these instances some participants reported that their contribution was limited to 
describing cases for discussion, asking questions or looking to the facilitator for 
guidance. This was interesting because it stands in contrast to a previous theme whereby 
the majority o f participants perceived CDG members as offering advice and solutions 
within the group. For the reasons discussed, some participants were drawn to the 
expertise of qualified psychologists to guide them and share their knowledge initially.
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Facilitators differed in the degree to which they were prepared to do this. Some 
participants demonstrated an awareness of why facilitators may be reluctant:
‘The temptation is the expert imparting all their knowledge, I  think that would fee l great 
hut it wouldn’t necessarily be most beneficial I  think to us working together as a group 
to think about cases....we wouldn’t use each other and learn from  each other’ 
(participant 2).
O f those participants who spoke about this theme, gradually many perceived that they 
had more to offer and valued other group members’ contributions within the CDG. This 
appeared partly to do with an increased knowledge, experience and confidence.
7  think now people mesh together and the contributions seem more equal now....that’s 
purely to do with us feeling more confident in ourselves, more confident together as a 
group....I’d  fee l more able to help others now whereas beforehand that’s what I  would 
have doubted’ (participant 10).
Several participants proposed that CDG was a different kind o f experience in which to 
learn compared with other learning forums. There was the potential for Teaming from 
within’ the group, and other participants, rather than being formally taught or being ‘fed’ 
or ‘given information’. As one participant described:
‘Who we are as people and how we reflect on our experiences is what creates learning, 
so I  think i t ’s ju st a more internal way o f  learning I  guess ’ (participant 7).
For some participants, the CDG was not only about receiving knowledge but developing 
skills and confidence as a person, a professional and a psychologist. Participants varied 
in the degree to which this was felt to be realised.
Managing power and expertise
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A number o f facilitators were effective in balancing the position of power they held. 
This seemed to occur through downplaying their own expertise and facilitating the 
thinking of the participants rather than being too directive.
‘She [the facilitator] is ju st very good at asking the kind o f  questions that get the 
discussion going i f  we are not sure where to start.... she would initiate it rather than just 
commentating on it and just offering what she would do. Questioning us to you know 
elicit our thoughts ’ (participant 2).
In managing power, the contribution of the facilitator was seen as secondary to what was 
generated within the group. A number of the participants perceived that some facilitators 
would postpone offering their thoughts or suggestions until the group had had 
opportunity to share their own. Many participants had had an experience of a facilitator 
who had actively encouraged the group to take ownership of the how they wanted the 
group to operate. This was valued by participants as one participant suggested:
‘It fe lt much more respectful to us knowing the best way fo r us to learn and trusting us to 
use the group in a useful way ’ (participant 6).
Some case discussion groups who were less satisfied with how the group had evolved 
appeared to take ownership o f the group when a new facilitator joined the CDG, and that 
the task of the facilitator was to fit around them. As one participant suggested:
‘Our first discussion with her, we set out some expectations that were that things would 
be quite different from before ’ (participant 7).
This could be seen as an example of participants redistributing power between the 
facilitator and the group. If this could be achieved the facilitator seemed to be able to be 
included as part o f the group to a greater extent.
Role o f Emotions
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The possibility for reflection in CDG appeared to be influenced by the emotional state of 
the participants. This emotion was observed by participants to be caused by factors 
outside of the group (e.g. stress and anxiety on placement or at university) or within the 
CDG (e.g. worrying how others would view them). This impacted upon what and how 
issues got discussed in CDG and their engagement with the group. A number of 
participants considered that they could become preoccupied by their emotions, and at 
times they felt that this was distracting as their awareness was drawn to their thoughts 
which prevented them from being fully present in the group. As this participant 
described about third year CDG:
‘Lots o f  times I  would ju st sit there and zone out and be thinking about what I ’ve got to 
do when I  get home, what I ’ve got to get from the library... in the third year you are so 
exhausted, you ju st sort ofparticipate in a minimal way and feel that people are happy 
to do the talking and ha lf the time you ju s t let them ’ (participant 5).
It appeared that it was also difficult for some participants to talk about stress in the 
group as they did not want themselves or other participants to feel worse as a result.
Time to Reflect
To be able to engage in reflection many participants perceived that there needed to be 
sufficient time to allow the process to unfold. This was noted by participant 3, who since 
finishing training, found that particular forums were more or less conducive to reflection 
at her new post:
‘The pace o f  these meetings is so fa st because we need to get so much done in them, that 
actually it there is very little chance to stop and reflect....occasionally we will pause 
and think a bit more but that will last maybe a minute as opposed to 10 seconds ’ 
(participant 3).
The CDG was perceived by some participants as a time to stop and think in a focused 
way. Outside of this forum, training was perceived to be very full and busy. For those 
participants who perceived that CDG was less useful, this allocation of time could be
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viewed somewhat negatively. Participants noted that within CDG, if everyone is to 
contribute to discussions or too much is placed on the agenda, this slower reflective 
process becomes more cursory and difficult. Other participants talked about the 
discontinuity in time between sessions meaning that they were not always seen as a 
space which could be responsive or ‘relied upon to bring issues to’.
Value o f  CDG fo r  practice
It appeared that if the issues discussed throughout this theme were managed or 
overcome, a number o f the participants perceived a benefit from participation in the 
group. It must be stressed however that this did not reflect all participants’ experiences 
o f CDG, and therefore the following comments were not applicable to all participants. 
Many participants appeared to value the group as it enabled them to consider issues from 
multiple perspectives with the other participants. This was seen to prevent them from 
becoming too narrow in their thinking and highlighting issues that had previously gone 
unnoticed or were outside of their awareness. One participant highlighted this point:
‘When you have input from  your supervisor they encourage you to think broadly about it 
[cases] but they are still one individual and to a certain extent, without being 
derogatory, they are programmed into their way o f thinking about it, which is a natural 
style any facilitator would have. Within CDG y o u ’ve got a number o f  different people 
who all bring their own individual take on things and you get to have a multiple look at 
the case you are talking about’ (participant 9).
This seemed to raise an issue that when thinking about clinical work, individuals may 
become restricted by the particular lens they come to view events and interactions 
through. It could be argued that this may prevent them from considering other ways of 
viewing a situation, and experienced psychologists may be as prone to this as 
psychologists in training. The CDG therefore may act as a safeguard against becoming 
too narrowly focused.
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For some participants the process o f discussion helped them to clarify their own 
thoughts and beliefs on particular issues and helped them to establish a personal or 
professional position in relation to their work.
‘[The discussion] did sort o f  help me to understand why I  do that in more depth and it 
also helped me to appreciate why other people might not choose to do that. So I  suppose 
it ju s t helped me to think about those issues in a deeper way ’ (participant 1).
Participants widely varied in the degree to which they felt that the discussions held in 
CDG had any impact on their clinical practice or training. For those participants who 
perceived positive changes, these could include a direct change in their practice:
‘There were clients I  brought and it changed the way I  thought about them, made me see 
them in a different light, and I  went back to supervision and said ‘look I ’ve chatted in 
CDG and I ’m thinking about taking this approach ’ (participant 5).
At other times, the impact of discussions had a less tangible effect that reflected a 
change in their thinking but which would probably be unobservable to others.
‘[About CDG] It doesn’t have an enormously direct effect -  i f  it does have an effect its 
very subtle and indirect. It may be more about. I ’ll be more sensitive to nuances, like 
how a clients background might affect their... how that might come into the room but not 
like about ‘oh well I ’ll do this technique or that technique ’ (participant 1).
For some participants the effect was more abstract and indirect, particularly if they 
gained a new insight on an issue that was not a current occurrence in their own practice 
and had been a reflection on the experience of someone else in the group. If  the 
participant perceived that the suggestions being generated about cases were not useable, 
or had not created any internal change within them, then it seemed that these participants 
considered the CDG to be limited in its usefulness.
In relation to taking forward ideas, some participants were observed to grapple with how 
they would incorporate ideas that were aligned to a particular therapeutic model that
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they were not working within on placement. Over time however, some participants were 
able to see models as complimentary and adding something additional to their 
understanding. Some participants proposed that this helped them move forward through 
a change in their thinking. They may not always have had concrete ways o f directing a 
future encounter.
There appeared to be awareness in participants that not all placement supervisors were 
receptive to either reflection or certain theoretical models and this served as an 
additional obstacle to being able to use the reflections from the group.
‘Other people had very pure CBT supervisors who you then said ‘well I ’ve discussed 
this person in the psychodynamic case discussion group ’ -  they’d  kind o f  groan or think, 
‘how that going to impact on what you ’re doing ’ and then they’d  fee l a bit stuck that 
they had this space but it didn’t really translate into any differences with the supervisor ’ 
(participant 3).
DISCUSSION
Summary o f Findings
The current research sought to investigate trainee clinical psychologists’ perceptions of 
reflection with Case Discussion Groups during their doctorate training in clinical 
psychology. The analysis revealed that participants demonstrated an understanding of 
reflection, and described how the reflective process was instigated to allow for new 
insights about themselves and their practice. Reflection was perceived as heavily 
promoted on the Surrey course. This at times appeared to be resisted by some 
participants who needed to negotiate their own relationship with reflection before they 
could share in its value as an activity. There was variation in the extent to which 
participants were familiar with reflection, and how this had become integrated into 
professional practice.
Whilst possible, the CDG could not necessarily be presumed to allow for the depth of 
reflection participants had discussed in relation to their personal definitions. This
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seemed to relate to internal and external conditions within the group. It is argued that 
these conditions impacted on their ability to share their reflections or to see them as 
legitimate including; feelings of safety to expose one’s practice and shortcomings within 
the group (influenced by fears of negative appraisals by others and feedback received in 
the group); differences in perceived power and the perceived expertise between trainees 
and facilitators; the impact of situational and background emotions, and the requirement 
o f time to engage meaningfully in the process; the involvement and style o f the 
facilitator, and their willingness to manage group process issues. It appeared that it was 
only when these issues were resolved, or at least managed, that the CDG could become a 
forum for reflection, learning and development. The trainee participants varied in their 
opinions o f CDG (ranging from very positive to neutral to very negative). This was 
reflected in the analysis with themes appearing as a continuum.
The reflective nature o f CDG
Many participants were hesitant to describe CDG as being wholly reflective. The 
purpose of the current research was not to identify the levels of reflection achieved 
within the CDG. However, many trainees’ experience o f discussions in CDG was that 
they could be descriptive in nature, overly practical or solution driven without analysis. 
This seems to correspond with lower levels of reflection as proposed by Kim (1999), 
Powell (1989), and Day (1995). Interestingly for those who thought they had been able 
to have some reflective conversations in CDG, detailed examples o f these were rarely 
provided, except to say that they had occurred. Research methods allowing for a finer 
level of analysis, for example, direct observation o f the groups or a detailed critical 
incident interview would be required to clarify this further.
From the examples provided during the interviews, some trainees appeared to bypass 
phases of the reflective process. They appeared to move fi-om a description o f the 
experience to others in the group responding instantly within the action phase. The 
deeper level of analysis or extraction of meaning, which is thought to characterise 
reflection, was less apparent however. Boyd and Fales (1983) discuss the requirement 
for ‘setting aside an immediate need for closure in relation to the issue’ to look at an 
issue fl"om different perspectives (p i09). Reflection is considered to be a deliberative
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act, involving a process o f deconstruction, to allow individuals to learn from experience 
(Johns & Hardy, 1998). Group members may therefore need to be prompted to slow 
down the reflective process or ‘apply the brakes’ as described by Harrison et al. (2005, 
p422). Trainees may benefit from exploring what factors may drive them to draw 
conclusions prematurely and the potential pitfalls in doing so.
Not moving through the whole reflective process is discussed by Enns (1993) in relation 
to Kolb’s learning cycle. The author suggests that insufficient attention to the reflective 
observation phase may lead to conceptual frameworks formed on the basis o f inadequate 
reflection. If the abstract conceptualisation phase is not adequately addressed, the 
actions taken by the professional will not be grounded in meaningful concepts. Abbey et 
al. (1985) proposed that when stages are missed, problems in learning will result. It is 
argued that trainees may not be able to receive the benefits of reflective practice if  this is 
the case.
The more superficial level of reflection described by a number of participants can be 
thought about in relation to Argyris and Schon’s (1974) discussion of single and double 
loop learning. In single loop leaming, they suggest, when an individual detects that an 
action has resulted in an unintended consequence according to their theories in use, they 
will often search for another strategy that remains in keeping with the governing values. 
Double loop learning involves questioning the role o f the leaming systems and frames, 
and exploring whether the underlying values and strategies are in fact appropriate (Usher 
& Bryant, 1989). Trainees’ generation of solutions, without the advantage o f these being 
based on deeper reflection may represent single loop leaming. In connection with the 
previous point, the emphasis in the group may therefore need refocusing on the 
exploration of practice, rather than accessing directly applicable solutions. Greenwood 
(1998) argues the danger in single loop leaming is that it could lead to students ‘doing 
the wrong thing rightly (or correctly)’ and that what is required is an examination of 
norms and values (pl051). This double loop leaming may invite the trainee to consider a 
different perspective entirely, with wider implications in their work as professionals.
Previous research suggests ftiat the ability to reflect may develop over educational 
courses (Duke & Appleton, 2000; Wong et a l, 1995). However, the current
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investigation indicates that observing this development in students’ ability may not be so 
straightforward. Many trainees commented on their journey to becoming more 
reflective. Their personal definitions and examples o f reflection indicated a reasonably 
sophisticated understanding o f the concept, and indeed for some, this shared the essence 
o f double loop leaming. However, trainees’ degree o f reflectivity seemed to vary across 
different forums (e.g. reflecting in CDG, alone, in supervision, or with colleagues) or 
each year of training. It would appear that their reflective ability may not necessarily be 
expressed in an incremental and linear fashion across training when reflecting within a 
group. It is possible that trainees may have the capacity to reflect, but may not 
demonstrate this ability due to other intemal or extemal inhibitors which will be 
discussed below. This raises questions about whether it is possible to accurately assess 
reflective ability in an academic or work domain.
Exposing one’s practice
Many trainees initially seemed to view revealing aspects of their practice they were 
unsure about in a somewhat negative way. Being able to share one’s shortcomings, lack 
o f knowledge, vulnerabilities or self doubts within CDG was difficult and perceived by 
trainees as taking a risk. This supports the findings of Platzer et al. (2000b) who 
discovered that students found it hard to expose themselves to potential criticism and 
feared being considered unprofessional if  they explored areas of their practice which 
they were unsure about. Other research has found that revealing aspects of practice that 
professionals may not be proud of (L’Aiguille, 1994), and exposing negative 
experiences that may indicate weakness (Wong et a l, 1997) can be difficult. Sharing 
one’s uncertainties and inconsistencies in practice however are the focus o f reflection. If 
these are censored or avoided as reported by some trainees, the content of discussions 
may be quite sterile and devoid o f meaning. Tacit knowledge and other forms of 
knowing will not be revealed, and arguably, they will not therefore be leamt from.
Trainees may experience discomfort when they become aware that perhaps their theories 
in use do not match their espoused theories. Cognitive dissonance theoiy (Festinger 
1957) states that when an individual holds two or more incongruous and contradictory 
cognitions at the same time, a state of tension or negative emotional arousal will occur.
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Further, Aronson (1969) stated that the dissonance results from the individual’s 
behaviour being inconsistent with their self concept. For trainees, thinking that you 
should know what you are doing, and holding the belief that this is what it means to be a 
professional or ‘good’ trainee, may stand in stark contrast with the reality that one does 
not know exactly how to act or make sense of a given situation. This dissonance can sit 
uncomfortably within the professional as they keep this concealed from others.
Difficulties in talking about shortcomings or therapeutic struggles are not restricted to 
trainee clinical psychologists, but to qualified psychologists as well. According to 
Harper and Spellman (1996) the professional culture of clinical psychology has a 
powerful discourse o f success. The authors argue that the ambiguity o f psychological 
work becomes concealed. Instead, what is presented in our conversations with others, 
journal articles, media presentations, and during teaching to trainees are success stories 
which may not reflect the reality of clinical work. It could be argued that this creates a 
false impression to trainees, and influences what they are prepared to share about their 
own work, which inevitability falls short of these presented ideals. To overcome this, a 
greater honesty and communication o f real practice is required throughout the whole 
profession.
In considering why exposing practice is difficult, there is a sense that some trainees 
perceive that they should have the answers, and indeed that these answers actually exist 
if  only they can be discovered. Harper (2004) proposes that trainee clinical psychologists 
enter training hoping to ‘learn the expert secrets of how to ‘do’ therapy’ (p5). Their lack 
o f empirical knowledge or the discovery that real life is more complicated than theories 
allow for (Bostock 1990), may mean that they feel they are not doing things ‘by the 
book’ (as found by Platzer et al, 2000b). Clinical Psychology places great emphasis on 
verbal and academic success and technical competence (Mitchell, 1995). This may 
create a pressure in trainees. The profession is also said to celebrate technical rationality 
(Harper, 2004). This may falsely encourage the belief that there is an objective truth, a 
holy grail in terms of theoiy or research that can provide them with the certainty they 
require. Whilst experienced professionals may be able to accept uncertainty as the reality 
o f the practice environment as previously discussed (Schon, 1983,1991; Stedmon et al, 
2003), inexperienced practitioners may internalise this as a personal deficit, leading to
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shame and the censoring of their practice in front o f others. Professionals, not only 
trainees, may therefore benefit from discussing these issues with more senior 
practitioners, who may reinforce a life long leaming approach, and the key features of 
the reflective model.
Evaluation within the group
Risk o f revealing one’s practice was also influenced by trainees perceiving that they 
could be evaluated in the CDG, by either the facilitators or their peers. In relation to 
other trainees in the group, according to Tuckman’s model (1965), during the ‘forming’ 
stage individuals are motivated to present a good impression of themselves to others. 
Baron et a l (1992) suggested there is a high normative social influence in a group as 
individuals have a strong need for social acceptance. Trainees may therefore avoid 
presenting themselves in ways that could be evaluated as negative.
In terms of the facilitators, this was interesting as CDG is not an assessed component of 
the doctorate course, but set in the context o f training more broadly, trainees are subject 
to constant process of evaluation at a micro level of detail. They may therefore find it 
difficult to detach from believing this about CDG too. Mantzoukas and Jasper (2004) 
suggests that if there is a culture of monitoring, reflective practice may be viewed as an 
extension of this. When students are conscious of and anxious about being evaluated, 
they have been found to present evidence o f their competence rather than their actual 
practice (Wilson et a l, 2007). Also, it has been suggested that students will present what 
they think evaluators want to hear, as opposed to engaging witii and reflecting on their 
experience (Wallace, 1996). This would however, prevent trainees from exploring their 
practice meaningfully. This would not be easy to rectify as the courses are responsible 
for ensuring that trainees meet standards stipulated by the BPS. A cultural shift may be 
required on the programme to change trainees’ perceptions o f training goals and 
representatives of the course.
The Influence o f Power
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A number o f trainees were aware o f power differentials between the facilitator and 
themselves. For those that raised this as an issue, dual roles were potentially problematic 
for trainees and were perceived to have an inhibitory effect on the possibility o f using 
the group to explore practice. This was also commented on by Mitchell (1995) in 
relation to a personal support group in clinical training. Johns (1994) indicates that the 
reflective guide may take on other roles such as assessor, therapist, manager or 
gatekeeper to the profession. Harper and Spellman (1996) suggest that trainees may feel 
that to successfiilly qualify into the profession they must edit out or keep certain aspects 
o f their practice hidden. It is proposed therefore that facilitators need to be as transparent 
as possible in the group, defining their role and obligations, including the circumstances 
in which conversations within CDG are shared and on what grounds. During training 
and post qualification, it also raises implications for who is selected to facilitate 
reflective practice groups. Another doctorate training course implementing a reflective 
practice group avoided allocating trainees to facilitators working in the same trust 
(Powell & Howard 2006) and this could be replicated in other training programmes.
It is important for trainees to be able to explore their clinical practice and offer their own 
interpretations and opinions. In some groups, facilitators were able to encourage this so 
that trainees could reveal with honesty their thoughts about their work. Indeed this is a 
defining feature within reflective practice where multiple interpretations grounded in 
subjectivity and experience, are valued. A number of trainees perceived that some 
facilitators were less able to allow their opinions and felt that conversations could be 
‘shut down’. However, deep reflection requires professionals to ‘know about what we 
know, and how we acquired that knowledge...to consider the ‘why’ questions’ (Clarke 
et al, 1996, pl77). Boud and Walker (1998) stress the importance of allowing students 
to make their own meaning. The analysis revealed that when the groups were 
fimctioning well, some trainees valued CDG as it helped clarify their position on issues 
and allowed them to learn fi-om other trainees’ perspectives. For this to happen however, 
these conversations need to be allowed to take place.
There is an influence of power as the facilitators can either open up or close down 
conversations. Tripp (1998) suggests that ‘educators often want others to take on their 
own values, so students are set up to accept and maintain a view of the world that is
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based on their own values’ (p36). Critical social theoiy would argue that it is a dominant 
group that determines what counts as valid and worthy knowledge for practice 
(Mantzoukas & Jasper, 2004). There is therefore the potential for certain reflections on 
the part of the facilitator to be legitimated, whilst the opinions o f others may be devalued 
or subjugated (Cotton, 2001). With responsibilities as educators, it may be hard to resist 
directing individuals to think in accordance with ‘the profession’. This is illustrated by 
Morley (2007) who asks ‘how do we remain respectful o f the values and experiences of 
participants, when critical analysis tells us these are problematic for social work and real 
life?’ (p70). Probing questions can be received by students as quite threatening (Platzer 
et al., 2000b), and as raised in the literature review, there needs to be a balance of 
support and challenge to facilitate reflection (Bibace, 2004; McGill & Beatty, 1995; 
Platzer et a l, 2000a). Wilson et al. (2007) found that relationship difficulties with 
supervisors could negatively affect the leaming process. It may therefore be important 
for facilitators to have their own reflective space to discuss these types o f issues.
Construction o f knowledge
Another important aspect revealed within the analysis was trainees’ beliefs about the 
development o f knowledge. Many trainees (with the exception of a few), believed that 
they had less to contribute initially within CDG, but this grew over training. This may be 
because they considered they had less experience to draw on, or that they felt they 
required knowledge of theory to substantiate their arguments. York-Barr et a l  (2006) 
commented on the benefit of groups as they provided an increased pool of experiences 
to draw upon, yet this may still remain limited due to trainees’ stage of training.
It is possible that some trainees, and indeed facilitators, considered trainees’ experiences 
to be less relevant and therefore dismissed them as valid forms o f knowledge. It has 
been argued that professionals tend to discount or are reluctant to draw on their personal 
experiences (Johns, 1994; Moon, 1999; Usher, 1985). Many students do not value 
personal knowledge and tiieir role in the construction o f expert knowledge (Mountford 
& Rogers, 1996). This may be due to the belief that the technical rationale type of 
knowledge is of the greatest or only importance (Powell, 1989). A focus on personal 
knowing might also contradict the emphasis on evidence based practice within the NHS
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(Clarke et al., 1996; Powell, 1989). Some trainees however were able to see the group as 
an opportunity for Teaming from within’, which is similar to Driscoll and Teh’s (2001) 
proposal that reflection allows for the generation of knowledge from the ‘inside out’. 
This finding has wider implications for the profession to consider. To what extent has 
the reflective practitioner model been integrated with the scientist practitioner, and how 
is the reflective model received, and understood by those in the profession? This would 
make a highly valuable research project and would inform our understanding of how 
psychologists might practice.
There may be a difficulty reconciling use o f theoiy and other types o f knowing to 
develop knowledge. James (1994) suggests that professionals may draw on knowledge 
in a hierarchical fashion, starting with the use of theoiy, followed by other forms of 
knowing. However, the reflective process has been argued to be limited by the 
professional’s knowledge base (Knowles et al., 2001). If trainees are aware that there is 
likely to be theoiy or research that may inform action, they will be motivated to seek this 
out first. In a group of less experienced trainees this may not come to light however and 
therefore they may have felt they have little to contribute. Basing their practice therefore 
on other forms of knowing may not be seen as rigorous, and indeed it is argued that it 
was not intended that professionals draw on altemative forms of knowing because they 
were unaware or uninformed about the existing evidence base. Relevant theory may 
therefore need to be introduced at times but to remain in a reflective stance, an emphasis 
could be placed on members of a reflective group could to consider how this might 
apply to the scenario being presented. This links with a shift in the mode o f facilitation 
from a more directive stance to a cooperative position as proposed by Heron (1989). The 
co-operative mode would invite discussion and reflection on what has been offered.
It is proposed that trainees’ prior experiences in education may influence their belief 
about whether they have any contributions to make. It has been argued that education 
fosters a passive role in the student where knowledge is considered a gathering o f facts 
(Platzer et al., 2000a). Taught knowledge may be seen as expert knowledge and students 
may not have made ‘the intellectual jump from dualism (knowledge as fact) and 
relativism (knowledge as construction)’ (Mountford & Rogers, 1996, p i 130). This
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shows that although a culture may be supportive of reflection and altemative ways of 
formulating issues, this may still be a new experience for trainees or students.
The current research revealed that trainees sometimes looked to the facilitator for their 
expertise, for amongst their peers, it felt like the ‘blind leading the blind’. However, 
facilitators may differ in their own views about their role in developing trainees’ 
knowledge, some resisting the role o f expert whilst others feeling more comfortable in 
this arrangement. If  knowledge is not shared, this could lead to frustration and 
confusion (as found by Platzer et a l, 2000b and to an extent the current investigation). 
Equally though, if trainees are given the answers, this may fall into the realm o f a 
supervisory relationship, rather than one that is reflective. Some facilitators seemed to be 
able to manage their power and expertise respectfully; waiting for trainees to explore 
their ideas before sharing their own.
Importance o f the facilitator
The facilitators appear to have a highly influential role in trainees’ reflections and 
leaming as previously identified by the literature (Johns, 1994; Paget, 2001; Powell, 
1989; Thompson, 2006). Many trainees seemed to be suggesting that they required more 
active facilitation to give discussions some meaning and direction and to prevent them 
from ‘floundering’. Reflection without guidance can be difficult. It has been suggested 
that often others are able to see what the individual is too close to notice (Boud et al, 
1985). Tacit knowledge is mainly unarticulated, and embedded in practice, and therefore 
perhaps this makes it necessary for some facilitation o f the process. Johns (1996) 
suggests that guidance may be required to ‘plant and water the seeds o f doubt in order to 
undermine and eventually overthrow the dominant habits of mind that feed an accepted 
order o f things’ (pi 137).
Facilitators appeared to have different facilitation styles within the group. Heron (1989) 
proposes there are three modes of facilitation; hierarchical, co-operative and 
autonomous. Heron argues the modes of facilitation utilised must take into account prior 
experience of the group members, and their developmental stage. This was confirmed by 
trainees who felt the facilitator needed to adapt their style in the group as they
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progressed during training. Research suggests that some groups may require a greater 
lead from the facilitator initially, and that this may decrease over time (Girot 1995; 
Heron 1989). In the current research it appeared that some facilitators seemed to assume 
an overly autonomous position, which involved providing little guidance, instead 
allowing members to find their own way. This sometimes resulted in discussions within 
CDG that were perceived as lacking meaning, direction and that ultimately considered 
superficial. This was referred to across all three years o f training, suggesting that more 
active facilitation might be required throughout training and not just at the outset. When 
facilitators took on a more co-operative mode, this appeared to be more fitting with the 
preferences of the trainees in CDG, and in line with reflection practice. In co-operative 
mode, the facilitator collaborates and shares power, and enables the group, prompting 
them to find meaning in their experiences, and offering their own view as one of many.
Encouraging reflection during clinical training
The analysis of the data shows that reflection is veiy much encouraged as part o f the 
culture of clinical training. Some of the participants perceived this positively. The 
literature indicates that a focused time and space is required to be able to reflect and 
learn from their experiences (Boud e ta l,  1985; Clarke et al., 1996; Wilson et a l, 2007; 
Wong et a l, 1995), which was also highlighted by trainees. One might hypothesise that 
greater opportunities for reflection may encourage the ability to reflect. However, other 
trainees disliked when the term ‘reflection’ was ‘forced’ within every domain. To avoid 
reflection becoming a buzz word in psychology, it is suggested that courses may need to 
be carefiil about activities that become labelled as reflection, that perhaps once would 
have simply be referred to as ‘thinking about’. The two concepts are not the same and 
yet it is suggested their meaning is used interchangeably. The term reflection should be 
reserved for real incidences of the concept, so that use of the reflective process can be 
accurately evaluated by the trainee.
It was notable that trainees varied in their familiarity with reflection and the degree it 
had been integrated within the self. It may also be that some individuals will feel more 
o f an affinity with reflection than others as it may match their natural leaming style
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(Wilson et al., 2007). Further, Moon (1999) suggests that the ‘reflective practitioner’ 
appears strongly associated with characteristics of the person, rather thæi referring to the 
use o f reflective activity as a tool. It therefore may be that the continuum presented in 
the analysis exemplifies a move in trainees towards the reflective practitioner status.
It is suggested that some trainees and professionals would benefit from formal 
discussion or teaching about reflection, rather than just providing opportunities for it to 
occur. Bleakley (1999) suggested that teaching reflective practice put it back in the arena 
of technical rationality, however without this understanding professionals may not be 
aware of what the process involves. This would not necessarily have to involve trainees 
following models prescriptively. Boyd and Fales (1983) found when counsellors 
explored the general area o f reflection in a research interview, they reported being much 
more aware of the act o f reflecting subsequently. It may therefore quite literally 
encourage reflection on reflection. This appears to be supported during the interviews in 
the current research where a number of trainees reported that they had developed new 
insights into reflection and CDG as a result o f talking about their experiences in the 
interview.
Certain conditions influenced the possibility of reflection. Trainees commented that 
slowing down mental activity allowed them to notice more about their practice. The 
CDG could provide a forum for this. Afi:er training, opportunities for reflection have 
been found to become increasing informal (Nokes, 2005). It may be by this stage that 
reflection can become more integrated into thinking during daily practice. However, it is 
questioned whether the same degree of leaming will occur if there is not sufficient time 
to extract meaning. This has important implications for psychologists generally and how 
they may need to negotiate some protected time with management to be reflective.
Another consideration was the impact of emotions on reflection. High levels of 
background emotions (mainly anxiety and stress) were noted in trainees at different 
points in training. The presence of emotion seemed to detract fi-om some trainees’ ability 
to be fully present in the group, and hence engage in the reflective process. Research 
suggests that emotions can have a significant impact on reflection (Scanlan et al., 2002). 
It has been argued that emotions can take over rationality (Boud et a l, 1985) and
Page 166
prevent professionals from thinking about the situations creatively or flexibly (Heron, 
1989), making them a barrier to leaming from experience. Within the psychology 
profession the nature of the work itself is highly emotive and involved, and achieving 
‘analytic detachment’ from the experience being reflected upon (as suggested by Kolb, 
1984) may represent a further challenge. L ’Aiguille (1994) proposes that reflection is an 
active process which requires energy to thrive. It is suggested that reflection therefore 
requires the availability of mental and emotional resources, which under training 
conditions may be difficult. This highlights the importance of receiving containment and 
support within training and the group.
Usefulness o f CDG as a forum for reflection
As has been highlighted throughout the research, there are many issues that need to be 
managed before CDG could to be considered a useful fomm for leaming and 
development. Trainees varied in whether they felt the potential benefits o f CDG 
materialised. However, for those trainees that felt this occurred, they indicated that it 
could provide a unique forum within clinical training. CDG had broader ramifications 
for the trainee in terms of developing skills and confidence as a person, a professional, a 
psychologist in a less intimidating environment than other leaming fomms. Coombs 
(2001) suggested that reflective practice could lead to professional growth and at least 
for some, CDG could be seen to facilitate this process. The CDG was valued by many 
trainees as a way of gaining multiple points of view which widened out trainees’ 
perspective. This seems to support Abercrombie’s (1960) idea that multiple points of 
view prevented individuals from getting stuck in a particular mindset. Receiving many 
perspectives however was sometimes felt to be overwhelming, and this was also found 
by therapists using reflective teams (O’Connor et a l, 2004). Therefore this may need to 
be managed.
The literature has questioned the influence of reflective practice on clinical work. It 
would seem that trainees varied in their opinions on this matter, from those who 
considered it had very little impact to others that took a great deal for the group. It would 
seem an oversimplification and premature to suggest that reflective practice groups 
cannot improve practice. This research has demonstrated the complexity of the issues
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involved in engaging in reflective practice. It may be that require resolution before any 
benefits can be observed. In terms o f service implications, managers will want to see a 
demonstrable change in professionals’ performance as a result o f reflective practice. 
However, the analysis revealed that frequently outcomes may be less tangible, more 
indirect and intemal within individual, as opposed to explicit overt changes in their 
behaviour. Boyd and Fales’ (1983) model indicates that individuals may not necessarily 
act on their reflections. Trainees may learn fi-om others’ experiences, but not be in a 
similar situation to apply this new knowledge. Therefore it may not always be easy to 
objectively observe change in an obvious way, making it difficult to evaluate reflective 
practice groups. At best group members could be consulted on their perceptions of 
change, but for services that may wish to ‘see evidence’ this may be harder to provide.
CLINICAL IMPLICATIONS
Some clinical implications of the current research have been discussed throughout the 
discussion. Further ideas to improve the experience of the CDG will now be considered.
Preparatory sessions fo r trainees
Preparatory sessions to the reflective groups may be useful for trainees. As discussed 
previously, this could contain some training about the reflection process, but it could 
also set realistic expectations of the groups. This might include difficulties that could be 
faced engaging in the group, particularly the fear many experienced about revealing 
negative aspects o f their practice. The training programme, and the facilitators, would be 
in a position to legitimise ‘not knowing’ and advocating leaming through exploring 
professional experiences as they really are, rather than how trainees consider they 
‘should’ be. This may fi-ee trainees up to makes disclosures about their practice without 
feeling they must censor what they say. A discussion about different forms o f knowing, 
particularly that which falls outside of empirical knowing, could be discussed and placed 
in higher esteem by the training programme, to encourage trainees to value their past 
experiences as valuable sources of knowledge.
Training and reflective groups fo r facilitators
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The current research reveals the central role facilitators have in helping trainee clinical 
psychologists get the most benefit from the reflective groups. Facilitators could be 
offered training to ensure they are familiar with reflective practices, and the optimum 
methods o f facilitating this, as the current research would indicate that this cannot be 
assumed. This was particularly the case in relation to the active role they possess when 
encouraging greater depth to reflective discussions. Dilemmas are likely to arise when 
facilitating groups and managing group process issues, especially when trainees’ ideas 
may oppose that of the facilitator. It is proposed that facilitators could attend their own 
reflective group to discuss such issues. This could include consideration of the power 
differentials between the facilitator and the group, and their perceptions about the 
development of knowledge. If  differences in power (compounded by the need to 
continually assess trainees) are considered too great to allow the trainee to be able to talk 
with honesty, training courses may consider recruiting extemal facilitators to facilitate 
the reflective groups.
Greater containment and continuation to not assess trainees in CDG
Training programmes may need to give careful thought as to how they include reflective 
practice in their courses. High levels of emotion within trainees prevented some from 
being able to engage with the reflective groups. The demands o f clinical training are 
high. It is therefore considered that if reflection is to be prioritised within training, some 
trainees may require greater support or containment to be able to participate in this. 
Programmes would also benefit from continuing not to assess trainees in this context. As 
this research has shown, many trainees are able to reflect but conditions within the group 
forum may prevent them from displaying this. Also, trainees were veiy conscious of 
being scmtinised in other areas o f their training, and therefore it is argued that 
assessment within CDG would further inhibit them in their discussions, as supported 
within the research literature.
Reflective teams
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The analysis revealed that many process issues relating to the groups either went 
unnoticed until they were reflected upon, or they were difficult to talk about. Cartney 
and Rouse (2006) suggest that it is important to attend to process issues alongside 
academic content and outcomes in groups. To encourage ownership in the group, the 
CDG could establish small reflective teams (Anderson, 1987). The team’s role could be 
to observe the group, track conversations and process issues. This may help a reflective 
group get underneath the meaning o f what is being said to allow for deeper reflections 
and improve the functioning of the groups.
EVALUATION OF THE RESEARCH
It could be argued that the existing knowledge and experience of researcher as a member 
o f the trainee cohort could have influenced the interpretation o f the results. The 
reflexivity strategies employed allowed the researcher to stay close to the data. Given 
the trainees sensitivity to power differentials between the programme team and trainees, 
and the concerns they raised about aspects of the facilitators’ role, it is suggested it was 
perhaps easier to be interviewed by one o f their peers and this could be seen a strength 
o f the research. It is important to consider however what might have also gone unsaid in 
the interviews because of the researcher’s status.
It may also have been the case that trainees felt they could not discuss particular topics. 
Few trainees commented upon their relationships with each other in the group during the 
interviews, which was unexpected by the researcher who had experienced the dynamics 
in CDG as quite turbulent at times. Consultation with the researcher’s peers who had not 
been interviewed indicated that this may have been an issue of importance, and therefore 
not idiosyncratic to the researcher’s experience. It is possible that discussing relationship 
issues with another trainee could have been seen as undermining to their group.
Many of the trainees were aware that the current research was of interest to the course 
team. It was felt by the researcher that consciously or unconsciously this may have 
influenced what was communicated during the interview. During participant validation, 
one theme (that has since been revised) discussing the positive aspects to CDG was 
queried by several of the respondents. The researcher considered whether during the
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analysis they (the investigator) had been motivated to discover something positive in the 
data to provide a more balmiced account, reflecting perhaps a discomfort in presenting 
the results as they were. However, the theme was evidenced within the data. It was 
therefore questioned whether trainees were motivated to do the same during the 
interviews, and that this theme resonated less with them because what they conveyed in 
this part o f the interview was perhaps not reflective of their overall experience.
A further point was that a number of trainees commented that they hoped that this 
research would provide a vehicle for change and improvement within the CDG. It is 
possible that the interviews provided a medium for trainees to be able to convey their 
feelings about the course, something they may ordinarily struggle to do. Further, 
drawing on a discourse analytic perspective. Potter and Wetherell (1995) propose that 
language constructs rather than represents reality. It holds a performative, action 
orientated fimction and verbal reports should be seen as behaviours in their own right 
(Smith 1996). It could be argued that some of the participants appeared to take up a less 
powerfiil position about their training within the accounts, and that the interviews may 
have been a method o f redressing this balance. By apportioning blame towards the 
course, some of the participants were possibly able to construct themselves as more 
knowledgeable about how these groups should be run. This positioning o f themselves 
may have allowed them to develop a more empowered identity, something that may not 
occur in many o f their interactions with the course team. This discourse could have the 
fimction of avoiding potential blame towards themselves, for their part in the lack o f 
success in some of the CDGs. It would be enlightening to reanalyse the transcripts using 
discourse analysis to illuminate these issues further.
The research would have benefited from taking an iterative approach, opening up an 
extended dialogue with the participants following the interviews. Going back to 
interview the participants again (a process often associated with a grounded theory 
approach but not contra-indicative of IP A) would have allowed for new developments in 
the data to be followed up, which may have led to a richer interpretation.
Finally it is possible that the researchers influence as a woman could have led to a 
gendered analysis of the data. Indeed, all but one of the participants were female. Whilst
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qualitative methodologies do not make a claim to the generalisability of findings (Willig 
2001), it should be considered that the current research may be more relevant to the 
experience of women. It has been argued that there may be differences between men and 
women’s experience o f knowing, and that women are perhaps more predisposed to 
reflection (Clarke et a l, 1996; Belensky et a l 1986; Enns 1993). Women have been 
showed to privilege both personal subjectivity and objective knowing, in comparison to 
men who may be more inclined towards more positivist forms of knowledge, which 
appeal to their preference for objectivity (Enns, 1993), impersonal analysis and 
evaluation (Peny 1970) and desire for control (Clarke et a l, 1996). Moon (1999) 
questions whether men cognitively function in the same way as women, suggesting each 
gender might require something different in terms o f support within the leaming 
environment. Further research focusing purely on the experiences of men would be 
required to clarify this.
FURTHER RESEARCH
Although research suggests that the ability to reflect can develop during education, there 
is little evidence of how this is actually achieved and further, the type o f facilitation that 
will enhance this process. Both these issues required fiirther investigation. The 
development of expertise through reflection is discussed, yet for trainees, in the absence 
o f a great deal of clinical experience or academic knowledge, it is important to know 
what guides their actions, and if indeed they perceive that reflection helps them in their 
development. The current research revealed the central role of the facilitator in trainees’ 
experience of reflection in CDG. This confirms existing research, however little 
attention has been paid to the facilitators’ perspective about their role, their 
understanding o f reflection in relation to leaming, and the dilemmas they might face in 
facilitating the process. This research could build on the present study.
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Alison Lutte-Eliiot 
Dept of Psychology 
FANS
15 January 2008
Ethics Committee
Dear Alison: , , , . . .
Trainees* Perceptions Within Case Discussion Groups ICDG1 during a Clinical
Psychology Training Course
EC/2007/98/FAHS
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 15 January 2008.
The final list of documents reviewed by the Committee is a s follows:
Document . Date
Summary of Project 15 Jan 08
Detailed Protocol 15 Jan 08
Information Sheet 15 Jan 08
Consent Form 15 Jan 08
Questionnaire/Interview Schedule 15 Jan 08
Risk Assessment 15 Jan 08
This opinion is given on the understanding that you will comply with the University’s Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse reactions 
suffered by research participants, and if the study is terminated earlier than expected with 
reasons. :
You are asked to note that a further submission to the Ethics Committee vwll be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has t)een completed.
Yours sincerely
Aimee Cox (Miss)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee
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Cc:
Subject: Re: Query about ethics
Attachments:
DearAli
I have discussed your project with the Chairman of the Ethics Committee. He agrees ttrat your project can 
more properly be described a s  an audit of training rather than research. It is not necessary to have this 
scrutinised by a  NHS Committee.
Best regards ..... ....................
John Kerslake .......  .........
Co-ordinator
National Research Ethics Service 
Surrey Research Ethics Committee 
Education Centre
Royal Surrey County Hospital : "
Guildford . .. ■
Surrey : ■ ....................
GU2 7XX
Tel-Internal: Ext;4382
Direct Line/Fax; 01483 406898
Email: ethics.committee@roya!surrey.nhs.u^.,
Th.i., er|r.aiT and any files'transmitted with it are confidential and intended solely 
for the use of the indiviaual or entity to whom they are addressed. If you have 
received this e-mail in error please notify the originator of the message. This 
footer also confirms that this e-mail message has been scanned for viruses by 
Sophos Antivirus & Kail Filter.
Any views expressed in this message are those, of the individual,.sender, except 
where the sender specified and with authority, states them to be the views' of 
the Royal Surrey County Hospital HÜS Trust, Surrey FCT or the Surrey KIS.
Please note that the content of all e-mail messages sent and received by the 
Trusts may be disclosed to third parties under the provisions of the Freedom Of 
Information Act .2ÔÔ0.
https://outlook2003,surrey.ac.uk/exchange/p.sp2al/liibox/Re:%20Query%20about%20... 09/09/2008
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Ali Lutte-Elliott 
Department o f Psychology 
University o f Surrey 
Guildford 
Surrey
14/12/07
Dear colleague
1 am currently undertaking my Major Research Project for the Doctorate in Clinical 
Psychology. This research seeks to look at Clinical Psychology trainee’s perceptions 
o f reflection within the Case Discussion G roups you attend as part o f Clinical 
Psychology Training. 1 am very keen to recruit trainees who may wish to participate in 
this research.
Taking part in this study will help enhance current teaching methodology in the deliveiy 
o f the curriculum in Clinical Psychology. This is a valuable opportunity to have your say 
about the Case Discussion Groups. The results of this research will be presented to the 
course team and it is hoped that the research will be presented at the Clinical Psychology 
conference in August 2008. It is also hoped that the research will inform other post 
graduate, or NHS contracted courses, that may wish to promote optimum training 
through publication in a peer reviewed journal.
I am interested in interviewing first and second year trainees and newly qualified 
psychologists who left the Surrey course in September 2007. I have attached an 
information sheet with further information about this research, the interview process and 
your rights as a participant. It is hoped that these interviews will be held between 
January and March 2008. I would like to start conducting these interviews as soon as 
possible as I am sure you are aware that the time line is restricted. If you are interested in 
being involved in this research, I would be grateful if you could do one o f the following 
options as soon as possible:
1. Complete the reply slip and return in the enclosed envelope to the pigeon hole 
for Alison Lutte-Elliott in the trainee post room (in the box for third year 
trainees).
2. Complete the reply slip and send it to Alison Lutte-Elliott, Department of 
Clinical Psychology, University o f Surrey, Guildford, GU2 7XH
3. Email the researcher at a.lutte@surrev.ac.uk
If I have not heard from you by the end of January I shall presume that you do not wish 
to take part in the research. Thank you for taking the time to read this information and I 
look forward to meeting some of you in due course.
Yours sincerely
Ali Lutte-Elliott (3^ ^^  Year Clinical Psychology Trainee)
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INFORMATION SHEET FOR PARTICIPANTS
Study Title: An investigation into trainees’ perceptions of reflection within 
Case Discussion groups during the Clinical Psychology training course
We would like to invite you to take part in a research study. Before you decide, you 
need to know why the research is being done and what taking part would involve. 
Please take the time to read this information, and ask any questions you might have 
about the research.
The research
This research will look at trainee's perceptions of reflection within the Case 
Discussion Groups you attend as part of Clinical Psychology Training. Taking part 
in this study will help enhance current teaching methodology in the delivery of the 
curriculum in Clinical Psychology. It is also hoped that the research will inform other 
post graduate, or NHS contracted courses, that may wish to promote optimum 
training.
What will participating in the research involve?
You will be contacted by the researcher, who will arrange a time for an interview. 
The interview will last up to 30 minutes and will be held on the University campus on 
a Monday or Tuesday, outside of lecture times. We will discuss your experiences of 
being in a Case Discussion Group. With your permission the interview will be audio 
recorded and then transcribed. The tape recordings will be stored safely and will be 
destroyed after transcription. When we have completed the research, we may 
contact you to give you the opportunity to comment on our findings.
It is not anticipated that discussing this topic should cause you any distress. 
However, if we touch upon an issue you feel uncomfortable discussing, please let 
the researcher know and we will move on in the interview. If after completion of the 
interview you have any ongoing concerns, please see your clinical or academic 
tutor.
Writing up the research
When writing up the research a pseudonym (i.e. false name) will be given instead of 
your own name and no information will be reported in a way that can identify you. 
This research will be submitted for publication in an academic journal. All 
participants will be provided with a summary of the results.
Your rights as a participant
It is your choice if you wish to take part in the research. Once you have given your 
consent, you can withdraw it at any time without giving a reason. This will have no 
impact on your training or any assessment made by the training course. Any 
information collected from you during the research will be kept strictly confidential, 
and the transcripts will only be seen by the researchers (Ali Lutte-Elliott, Dr Dora 
Brown, and Dr Vicky Vidalaki), and not the course team generally.
Any complaint or concerns about any aspects of the way you have been dealt with 
during the course of the study will be addressed; please contact Mary John, Course 
Director of Psych D in Clinical Psychology, on 01483 689441.
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Should you wish to take part in this study, or if you require any further 
information about the research, please refer to the letter you received for 
details about how you may respond.
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Interview Schedule
1. What does the word ‘reflection’ mean to you if anything?
Prompt
Could you give me some examples?
Can you be more specific?
2. Would you say that reflection happens during a CDG?
Prompts
Are all the kinds o f reflection mentioned above occurring during a CDG?
What would you say influences your reflections within the group?
3. What is your opinion about the role of the facilitator within CDG?
4. Looking back over the different years of training has the way you have used or 
reflected in CDG stayed the same or changed in any way?
5. Does CDG have an impact on your training and clinical practice?
I f  yes: What impact has CDG had on your training and clinical practice?
I f  not: Why not?
6. What do you think of CDG as a form of learning in comparison to other methods 
such as lectures, supervision etc.
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UNIVERSITY OF
SURREY
UniS
Consent Form
I the undersigned voluntarily agree to take part in the study 'An Investigation into trainees' perœptions of the 
Case Discussion Groups during the Clinical Psychology training course'.
I have read and understood the Intbrmation Sheet provided. I have been given a full explanation by the 
investigators of the nature, purpose, location and likely duration of the study, and of what I will be expected to do.
I have been advised about any discomfort to my well-being which may result. I have been given the opportunity 
to ask questions on all aspects of the study and have understood the advice and information given as a result
I understand that all personal data relating to participants is held and processed in the strictest confidence, and 
in accordance with the Data Protection Act (1998). I agree that I will not seek to restrict the use of the results of 
the study on the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without needing to justify my decision and 
without prejudice.
I confirm that I have read and understood the above and freely consent to participating in this study. I have been 
given adequate time to consider my participation and agree to comply with the instructions and restrictions of the 
study.
Name of volunteer (BLOCK CAPITALS)... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Signed .... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Date . . . . . . . . . . . . . . . . . . . . .
Name of researcher/person taking consent (BLOCK CAPITALS) Alison Lutte-Elliott.,
Signed .......
Date
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Appendix 7 -  Emailed feedback from participant validation 
year trainee
‘I thought that the themes all reflected my experience of the CDG. Coming to the end of the year 
and then reading your results made me think about what I'd got from the experience - and I 
really noticed in your write up how much some people had been able to learn and develop from 
the CDG - I'm not sure if I can say the same - but I thought the themes were an accurate 
reflection of the areas that are around as a result of the group. I didn't really have a reflective 
group, and we had a v. laidback facilitator and I think the process accounts have made me 
reflect a lot more than the actual group’.
2"“ vear trainee
‘Based on the comments included I think that your analysis is very fair, does not jump to making 
conclusions and incorporates a wide range of views. I certainly didn't feel that any comments 
had been misrepresented or misunderstood. It was clear where m essages had come through 
strongly (such as the influence of the facilitator on the atmosphere and use of the group) and 
where there was a greater diversity of views (such as the naturalness of reflection and whether it 
should be 'encouraged' by the course or not). Also, I felt able to trace my path through the 
analysis if that makes sense. It was interesting to see how ideas I remember discussing had 
obviously come up for lots of other people too. Also, interesting to see differences and/or 
extensions of ideas i had had’.
Newlv qualified
‘There were a number of themes which resonated with me, in particular with regards to seeing 
reflection as  an increasingly natural and automatic process, the importance of the facilitators, 
and the consideration of power dynamics within the group. I was also interested in the range of 
views with regards to the suitability of the CDG as an environment for growth and reflection, as 
well as the CDG as a developmental opportunity. On reflection, it was hard to view the CDG as a 
discrete experience as it was understandably influenced by facilitators, group members, 
experiences going on outside of the group and experiences prior to training.
One thing that struck me, although I certainly felt this at the time, was the emphasis placed on 
facilitators, as I now think trainees could take on a greater role in influencing the direction that 
the group takes. It would appear that many were able to do this, but the power dynamics and 
fear of negative appraisal seemed to inhibit this, which interestingly brings us back to the 
importance of the fecilitator!
Although my views differed from some presented in the analysis, I was pleased that a range of 
views were captured and that variability was not suppressed, and I certainly felt that my own 
views were captured. I hope the results are attended to by the course team and that they 
possibly influence the future of CDGs. This felt like a good time to carry out the research as the 
CDG is still in its relative infancy, but seem s promising’.
Newlv qualified
‘I think overall a number of the themes resonated with my experience, particularly the 
'indoctrination to reflection', 'power and expertese', and all of the 'influence of the facilitator' 
themes. I'm not so sure the 'value of the group as a developmental opportunity' one fits so well, 
but I can see how you got there and I know my group was a little anomalous anyway...’
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PARTICIPANT (10) -  2°** Y r
I What does the word reflection mean to you if  anything?
R (laughs) I think that reflection means to me being able to I suppose it
observe myself and my thinking from not from an emotional distance well 
I suppose it is in some ways from a distance um because it’s like watching 
what’s happening to you or inside you and also looking at um both 
emotionally and the way the I’m thinking about things um (pause) it’s a 
kind of um it’s a kind of um watching myself and my feelings and my 
thinking I think
I OK, can you give me any examples?
R Um (long pause) example o f reflection um I’m not sure I’m trying to think
o f clinical examples but fm  not sure if  it needs to be clinical example does 
it? It could be I think I, I think I do it all the time really because I think I 
sort o f have a bit of a kind o f internal kind of commentator on myself and 
my thinking all the time so for example I might um if I have an awkward 
moment with my partner then I think that I do tend to reflect on what inside 
me might have caused that moment so I think that that’s quite a positive 
example rather than immediately thinking oh why did he say that it made 
me feel really annoyed I might tiy to reflect on what what it why is it that 
that particular comment why is it that I am particularly sensitive to him 
saying that and would other people be as sensitive to this is it something 
about me that’s made me more sensitive to this particular comment um and 
I think yeah that’s an example probably from my everyday relationships 
where I like reflect on yeah
I So there was two things that you just were saying there
R yeah
I Almost, picking up, I can’t remember if  you used the word awkwardness or
something
R yeah
I and that’s what started the reflection off in the first place. Is that typical or
are their other examples where it doesn’t happen to be about something that 
suddenly starts to make you think?
R I think probably it’s quite I think probably yeah I don’t think it has to be an
that awkwardness or I think probably things that have um occur as kind of 
and sort of make you take notice of something or that give you an 
emotional reaction I think are much more likely to um prompt me to reflect
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on what is going on inside yeah I guess that when I yeah I guess when an 
emotional reaction
I it's alerts you to ....
R yeah
I things
R yeah I think probably that is true but then but I think also you can decide
what you need to reflect on so if you give yourself um times in your life or
in your you know in your work where a it's actually an allocated time to
reflect which is much the sort of thing we are more encouraged to do as as
psychologists than other people might be
I OK
R um I think you can also it doesn't have to start with an emotional reaction
you can you can literally just sit there and reflect on what was um going on 
for you in the kind of um you know previous situation
I Is there a difference between when you have an emotional reaction and
reflect and when you kind of sit yourself down and say I'm going to 
reflect?
R um yeah I think probably the when something happens to prompt it then it's
a more emotional experience and possibly for that reason more helpful um 
but I think that when you decide to reflect you can after you know you can 
bring back some of those emotions and perhaps in some ways the distance 
from it can help you to reflect more accurately so if we were going back to 
the example o f somebody like my partner saying something that has hurt 
my feelings and when I'm in the height o f feeling hurt I think probably 
feeling angry might stop me from being accurate whereas perhaps if I 
reflect on it decide myself later on I wanna think about what happened 
there then I might actually be more likely to think oh it wasn't just him
I so there's something about the timing of the reflection that makes a
difference....
R yeah
I on how you might reflect on it?
R yeah to how emotional it is and therefore and I guess this probably the
amount of emotion in a reflection it's like one of those curves where you 
know it it helps be a more helpful reflection up to a point but if it gets it the 
emotion gets too strong then maybe the reflection becomes less helpful a 
bit like anxiety and performance (laughs) or something
Page 205
PARTICIPANT 1161 -1 '^  Y r
R Erm, I think its good, I think that they talk... I think that we get a lot o f that
in the first five weeks and that’s encouraged, but then I don’t feel that we 
actually get the time to actually do that in an adult learning way which is the 
other thing that they say. Its like we can reflect when they tell us to in 
sessions in class, like in lectures and workshops, but there’s very little time 
to do that outside of there.
I Ok, and for what reasons are there little time outside of those periods?
R Erm, because things are back to back. I know we can reflect in the evenings
but in terms o f actually using, you know, time to do that when we can really 
sit down and think about it cos everyone’s got different things going on, that 
isn’t really provided here.
I So actually, if  you don’t kind o f have the mental space, if everything’s all
crammed in, to have that time to sit and just think?
R Yeah, or even, spend time thinking and speaking to other people on the
course and you know, thinking about something actively together -  we don’t 
have the opportunity particularly for that.
I It was something that you feel has been promoted within the first five weeks.
R Yeah, and I...you know, we do that on placement and its promoted so it
does, we do use it but I think that we spend more time promoting it than 
allowing the space to possibly do it.
I Yeah, but generally you said that you thought that was a good thing, that its
encouraged on the course
R Yeah
I Why do you feel it’s a good thing to be encouraged to reflect?
R Because I think you can learn a lot fi-om reflecting. I think that...I suppose
people...everyone comes in with different experience so some people, like. 
I’ve been an assistant for years so its something I’ve been doing for years 
because of being in that environment, but other people coming fi"om 
different jobs or different backgrounds and so it might not be something that 
they’re used to doing and I think that to se[e], its good on, you know, across 
the board I suppose
I And how’s that experience been? You’ve been an assistant for quite a few
years and you’ve been reflecting as part o f that work. How’s that transition 
been to training and reflecting -  is that the same or different in any way?
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R Erm, well I don’t know about the reflecting itself, its because you attach it to
different things, you’re learning more about theory on the course than you do 
as an assistant so you can, I don’t know if that is reflecting, I suppose its just 
you, things are different. I’m more aware now when I’m reflecting because 
its so key, than I may have used to be, but you know, it becomes one o f 
those words that people laugh about.
I Why do you think they do laugh about the word?
R I think it can be over-used and I think that, I think that people do reflect
naturally without necessarily having to be told to but like I said people, you 
know do things differently so...
I Yeah, but a sense that sometimes reflection might be overused or?
R Erm. I don’t know, I think people laugh about it because we, it’s sort of
really drummed into you at the beginning and then it becomes kind of like
oh, but that’s not to say its bad, it just becomes a bit o f a buzz word (laughs)
I Does reflection happen within the case discussion group that you are a part
of?
R Yes it does yes. That’s the idea and it does happen.
I Ok, in the way that you described earlier, kind of looking back and reflecting
in the moment or in different ways?
R I think it does, it does yeah it does. For me I, I don’t know. It does happen 
but I find that it can be restricted, erm so I end up actually thinking about 
why I feel restricted. And so I spose (laughs) I end up reflecting in the 
moment some of time.
I So what is it that’s restricting do you think?
R Erm, I think it depends on the facilitator and how comfortable you feel with
them and how comfortable that you feel that they’re not gonna judge what 
you’re saying.
I So a sense of thinking how you might present something, how that might be
received?
R Yeah or ‘is it worth saying this? Am I going to be, are assumptions going to
be made?’
I Yeah, and has that been your experience?
R At times
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I Would you say that reflection happens in the case discussion group?
R Very much so, very much so. I mean as I say I actually...and it was nice
because I wasn’t even as I say personalising it a bit and I had spoken to 
somebody at work, well a couple of people at work about it, but I was still 
not feeling too great and in the checking in I said ‘oh you know I had this 
slightly dififlcult session’ and I hadn’t planned to actually bring it up in the 
case discussion group and then you know the facilitator kind of said ‘oh 
you know unless anybody has anything speciflc they want to bring would 
you like to talk about that? So it was very spontaneous and I think that was 
good because if think I’d prepared I’d probably have written it, you know 
written it down and planned it and it maybe wouldn’t have been so natural. 
Yeah I just talked it through and everybody kind of you know. I think I was 
more reflective as I say because it just kind of rolled off the tip o f my 
tongue as it was and then everybody else used that space to sort of reflect. 
Some of them talked about their own experiences from the past and things 
they had done about it which were similar, so I thought, you know I think 
it’s a really reflective space.
I And that was slightly different in that had you have known you were going
to present anything  what do you think the difference would have been
then?
R As I say I think if I had know I was going to present then in some ways it
probably might not have been so reflective, which I suppose goes against 
what I was saying at the beginning about reflection should be stmctured. 
But I think if I’d have known I was going to do it then I probably would 
have like written it all down and wanted to present it. I suppose to be 
honest because I had that fear o f being incompetent probably I would have 
wanted to come across as being confldent. So I’d have written everything 
down in a very you know structured but almost false way so as to come 
across as ‘I’ve done this right’. But I think not planning I was able to 
really be truly reflective of how I was feeling about it you know, and how I 
was kind of holding it in my mind and you know and I just think it came a 
lot more fl-eely.
I Yeah, because as you said you feel that it may have reflected some
incompetence about you, that would have made it feel more difficult to 
share or?
R Erm, if  it had reflected that? Um. In some regards...I think yes because I
was feeling that way at the time, you know I certainly wanted to be able to 
counteract that by coming across as someone competent. But at the same 
time, if there’s anywhere were I really do feel I can sit down and say ‘I feel 
completely incompetent’ it is the CDG because I think the fact that you 
know for the most part we’re all in the same boat and we’re all at the same 
stage o f training. I flnd it’s a really honest space where I can say that kind
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of thing so you know if  anywhere -  that’s where I could have you know, 
put that across.
I And is that something that you appreciate, that space do you think?
R Yeah, very much so, very much so. I think again, you know even
supervision can only go so far because we are all striving to be competent, 
we’re all striving to kind o f come across well to our supervisors and when 
you go in, maybe, well my experience, maybe I try to come across 
sometimes a bit stronger. And I think the CDG there’s not that pressure to 
do so because you’re with your peers so I think you can be a bit more 
honest about how you’re feeling and if you don’t think you’re doing a great 
job then it’s a bit easier to kind o f admit to it I suppose
I Is there anything that influences what you bring to CDG?
R Erm not really and that’s kind of something that um, that was quite specific
to our group that we decided. We did originally think about bringing um 
you know like planning cases and there is the opportunity to do that if 
you’ve definitely got somebody in mind but we tend to not plan it and as I 
say it becomes a bit more spontaneous and a bit more fi-ee. And what 
influences what I bring in is literally what’s happened over the last 
fortnight and if there’s anything you know particularly salient then you 
know maybe that will come out. But as I say maybe it won’t, I mean if  it 
hadn’t been picked up on in that week that I’d said ‘oh I’d had this difficult 
session’ I might not have brought it. So I think, there’s nothing really that I 
can kind of pin point that influences what I bring to CDG -  its just very 
natural.
I Ok. What in your opinion is the role o f the facilitator in the case discussion
group?
R Um again, I would say it probably varies fi-om CDG to CDG. Our
facilitator very much likes to take a back seat and she’ll kind of be there to 
sort of um almost like chair the sessions I suppose, you know. She’ll be the 
ones that’s like ‘oh should we do a quick check in ?’ and you know ‘would 
you like to speak about that fiirther?’ and then at the end sort o f closing the 
session. But she very much takes a back seat and just lets us use the CDG 
as we wish and you know firom the start she kind of, you know she had said 
‘do you like this style? Would you like me to be more involved? Do you 
want it to be planned each week? Do you want to do presentations or do 
you want it to be kept fi-ee?’ group doing a problem based learning exercise 
so she was.............
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I But there is a kind of a tension almost there, because something that you 
said, sounded almost like it inhibited your reflections?
R Yeah I mean last year, the facilitator we had then, mean none of us
particularly liked her I have to say, none o f us found her presence useful
whatsoever, some people actually positively really disliked her and found 
that she actually positively inhibited what they had to say. Mine was more 
like sort o f dismissive liking, I could take it or leave it whether she was 
there or not, she certainly didn’t add anything, you know. But some people 
felt that she really closed them down when she was around.
I And what do you think was happening, or what was she doing tiiat was
closing off that process?
R She wasn’t there enough -  she wouldn’t come, she would be late, she
wasn’t very directional, she didn’t bring herself to the meetings, we never 
felt that she was part of the group. There was veiy little direction at all so 
we kind of floundered. So we ended up, a lot o f our reflections were really 
just about how stressed we were -  we didn’t even do case studies, we 
didn’t even really have proper case studies that we reflected upon. We did 
try, I mean we were, a lot o f it was just us reflecting upon entering training 
and feeling stressed and you know, inadequate and so forth and doubting 
ourselves, don’t really feel it ever sort of went anywhere. But then saying 
that, maybe that was a process that we needed to go through in the CDG 
group, that, you know, through having that complete space, like, she didn’t 
tell us anything to do at all, maybe we had to go through the stage of 
feeling frustrated with her, to be able to be assure enough in what we did 
want to do with the CDG. SO in the following year with our new 
facilitator, we were all veiy clear with what we wanted and didn’t want. So 
one could say that that first facilitator maybe was exactly what we needed, 
even though it was a fiustrating process, I don’t know.
Extracted passage to preserve anonymity
I Would you say that reflection happens within the CDGs?
R Yeah, definitely now, yeah, yeah we’ve got some really good work going.
I Can you elaborate on that a bit?
R Um, well, we’ve just taken more sort of ownership over it and I suppose
that kind of confidence in ourselves about what we want. And also we’ve 
got a facilitator whose a little bit more I think confident and a bit more 
there and in that space we feel safe enough to actually you know reflect on, 
you know, the personal professional links in our work, you know, how 
client issues can stir stuff in that’s us connected to, you know, our own 
buttons and so forth. And we’re able to do that in a much more open.
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honest way. But also, interestingly its been more structured, its been more 
focused and more usefiil, so this time for the first time people have actually 
gone away, done some reading and done like little presentations, like 
they’ve actually written something down and looked at some research and 
then linked it to themselves and linked it to their client work and then 
we’ve had the most amazing discussions. You know, that never happened 
before it was all just wiffly waffly nothingy waste of time, I don’t know, 
not completely but I mean I... a lot of us felt really strongly about last year 
and this year we’ve just, we’ve made sure its not gonna be repeated we’ll 
make it a useful experience and it has been definitely. So we’ve done that 
and then also our facilitator offered a case, I think that as a significant thing 
that she kicked it off by bringing some o f her clinical work, and she’d 
prepared it and stuff and so we felt I spose...well she just cared about us, 
you know, she’s actually bothered to prepare something, she’s here on time 
and you know ‘wow.’ So that’s containing and inspiring for us I suppose. 
So it does matter what the facilitator gives to the group as well as us. I 
think what with us being more confident and her also giving more, its made 
it work.
I And what should their role be do you think?
R Erm, that’s really hard because I could say ‘oh last year I wish we’d had a
much more,’ you know ‘a facilitator who gave more and...’ but then again 
I don’t know that would have actually been better because by not having 
that direction in the first year, we lived through all the crappy bits, but a 
least we knew, you know really understood, we really knew first hand 
what those were and therefore we could really constmct what we wanted. 
It is had all been made easy for us fi-om the beginning, I don’t know, that 
we would have lost a really valuable experience, so, what was your 
question again? Like what do we want from a...?
I Yeah what is or what do you consider their role to be?
R Yeah, so I don’t know, I don’t know whether it should be directive or non­
directive. I think that the bottom line is that you should feel like they are 
part of the group, that they are actually there, that they care, that um, buy 
that I don’t mean as an equal to us, they do have an evaluative role, they 
are members of staff you know, they in a sense do step out o f the circle a 
little bit, but they should at least be within a proximity o f the circle, yeah.
I Has the way that you personally have used or reflected within the group
changed across time do you think?
R yeah like um ...I don’t know if  that’s reflected though... where I am in the
group, in the beginning I was quite, you know sort of tom between not 
wanting to dominate too much and say too much, but then also being seen 
to not say enough. We never actually sort of explicitly reflected upon that 
so I’d imagine other people might have felt that way too. And I would sort 
o f like kind of deal with that anxiety by trying to sort of be busy and useful.
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like offer to take minutes and stuff like that, you know, have things 
organised like ‘lets take minutes on this form or something.’ So I think I 
was quite maybe in some ways a bit parental in the beginning. But I 
remember doing my first like process account, I did reflect upon that, so at 
the time I was doing it but I was aware I was doing it and maybe through 
that process of having to do those academic pieces of work that really
makes you think in depth. This year I’m more laid back and I’m not so
anxious about taking minutes and things being organised, you know, more 
happy to go with the flow and yet, I can do that because there is a natural 
structure that is working.
I To enable you to do that?
R Yeah, yeah. So I don’t know whether that means that my reflection, ability
to reflect, or the way I reflect has changed. I don’t think so, I don’t know, 
you’d have to ask somebody else maybe.
I Has the case discussion group had any impact on your clinical work, or
training?
R I don’t think you can say it has an enormously direct effect -  if  it does have
an effect its very subtle and indirect. It will be more maybe about. I’ll be a 
little bit more sensitive maybe to nuances of like how a client’s background 
may affect their...how that might come into a room and how that might 
resound with me. But is not like about “oh well I’ll do this technique or 
that technique...”
I Less kind of tangible but it’s still shaping?
R Yeah, and I spose also another aspect, it sort o f makes me feel more
professionally confident, you know, that I can work through issues in that 
forum and feel that, its not that you like work them all out and tie them all 
up and put them in a box and its all neatly tidied away, but you’ve explored 
things and that kind of makes you feel confident enough to know that 
sometimes, you know, your skills as a therapist, or issues or problems or 
whatever it is we are talking about is a process and it’s sometimes a bit 
messy, and the CDG allows you to recognise the messiness o f that.
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R (continued) stepping back from that and saying, can you help me think about 
the case in terms o f yeah what else I might do or think about or consider, 
rather than what’s my role in the case.
I Yeah, so thinking about the next actions, or the actions you might take
within the case rather....
R (interrupts) Yeah I think so, errr yeah maybe much more pragmatic
approaches. I think there’s been (pause) people are veiy able to bring, into 
our case discussion group, cases where they’ve felt uncomfortable so I 
suppose that offers some opportunity for reflection um when for example 
somebody’s asked to do something by their supervisor that they don’t feel 
particularly happy with, we’ve managed to have discussions about that so, 
there has been some reflection, but there is a lot of kind o f pragmatic 
approaches, or yeah.
I But that something that you hadn’t expected almost that you expected it to
be slightly different from what its tumed out to be, what were you.......
R I don’t really know what I expected um errr I mean I guess the name o f the
group, you know its not a reflective group it’s called the case discussion 
group. Now for some people case discussion group would automatically 
imply reflection but I don’t think....it’s not explicit. Um and errr yeah I 
suppose I didn’t expect to be coming in kind of you know into the group and 
having to reflect extensively um but I think its, I think it could potentially be
a very good place to do that um and I think if you got a good group in
which you feel safe in, and I think I have, I might be more open to that 
which leads to wonder why I haven’t been more open to that. I ’m not really
sure and I guess part of it is the time limitation and where you go.
Although its an hour and a half you know there’s six of you um and....and 
then it’s like there’s at least a two week gap but quite often it’s more than 
that if we have you know a break or some sort of bank holiday sometimes it 
can feel like they are very spaced out, um and......
I And does that impact on......
R (interrupts) Yeah I think so.
I (continued) you as a group?
R I, I feel like... I..I have this kind of sense, even though I know the groups are
fortnightly I have this sense that they’re not that regular or that they’re 
somehow disjointed um I suppose because we’ve had the Christmas break 
recently as well that made it feel a bit longer um.
I And what do you think the impact o f that is?
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R I think that, you certainly don’t come to rely on the CDG at the, you know,
as a place where you can definitely bring a case and definitely discuss them 
but I think, I think maybe its not as much of a priority as I would like it to
be, so I would like to be able to be on placement and to be able to think oh it
would be really interesting to bring this up in CDG, which I do if  I know 
there is one coming up um but if I think oh you know we just had one a little 
while ago so much can change in a case between CDG’s um and also if you 
are sharing the time as well obviously between each other you might not 
contribute much for, you know, a couple of weeks if other people have other 
cases so I think it becomes something that you think could be a usefiil
addition but isn’t to be relied upon as a source o f kind o f thinking.
I And what do you do with that then if you don’t get the opportunity, like it
sounds like there are things that happen within you’re practice that generate 
thoughts that you might like to discuss.
R Yeah.
I What happens with that if it doesn’t go to CDG?
R I spose it all goes to supervision on placement I guess there’s nothing I’ve
not discussed anything in um CDG that I wouldn’t discuss in supervision um 
or you know vice versa um so yeah I guess but when but when I have bought 
things to CDG I can get a completely different perspective on it
I Really
R Cos there’s so many people I think I don’t necessarily think it would be any
different whether I’m taking it to CDG whether I’m on placement or but 
when you’ve got 6/7 people rather than two you know naturally there’s 
differences in the kinds of things that people are interested in and and the 
models as well that people use so for example you now my supervisor
doesn’t value psychodynamic approaches very much  where as
someone in our group does so that can be veiy usefiil um as a different 
perspective and I suppose that’s that’s really useful to have the broader 
thinking can be veiy useful but then sometimes it can be veiy overwhelming 
as well so you almost come away with less idea you know than before you 
went in because there’s so many different possibilities and they’re not all 
things that you could work with
I And you’re lefi with a kind o f uncertainty
R Yeah which I think can be good in helping you keep your kind of keeping an
open mind about the individual you are working with or the family um but it 
can just feel a bit especially I think when you’re training I think it can feel 
slightly overwhelming so you think well now I’ve got all these ideas and I 
don’t ^ o w  where to start
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I Yeah so it generates lots o f thoughts but its sometimes leads from that, to
what am I going to do with...
R The thoughts need to be managed and manageable so I think the group can
sometimes be good at containing peoples anxieties though as well you know 
if  there’s particular situations or you know just just the ability to compare 
each others’ experiences on placement which I guess is a kind o f reflection 
but doesn’t feel like that at the time so for example um we had sorry I can’t 
remember someone had been asked to do something by their supervisor and 
I really can’t remember what it was they they kind of brought this to the 
group and the rest of the group were saying there’s no way we’d do that you 
may need to find a way to say you don’t feel comfortable doing that which I 
I guess that’s reflection on our own practice and what we feel is acceptable 
or not but it comes across as advice rather than reflection so maybe there’s 
more reflection going on in the group then you know than we’re consciously 
aware of
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I So it was happening outside of the group even if it didn’t always feel
possible?
R Mmm, yes, I mean it’s fiinny, I could have read back over my reflective
accounts before coming here and I did think of doing that that but then I 
thought ‘no’ because that would probably cloud what I would then say or 
would give a different, you know, flavour to what I was saying, and I 
thought, ‘no I’ll just come here and be led by the conversation’. Maybe its 
because I had just a positive, I had such a positive experience in the first 
year, and I’m aware that there were other group members within my group 
that wouldn’t say that, and so for them maybe it improved. But I think the 
reflection in the group was in the first year was more focused, it came back 
to what we’d spoken about and as I say the facilitator had quite a key role. 
They would actually take notes in the em first year and that would 
encourage some o f us to do the same. There was a real... it was given quite 
a high priority I felt in that group...
I In the actions?
R Yeah, and I think...maybe it was just our group? I suspect influenced by
the facilitators who were less...were happy to be led by us and as I say I
take the responsibility, you know, we as a group are aware, took the
responsibility and it kind o f suited us as well in our final year and later in 
out second year when we were feeling much more swamped by work in 
general, that there was a sense of ‘oh thank god we do have a space just to 
moan.’ But then I think it detracted fi-om what the CDG could have offered 
and that’s a shame.
I But under pressure perhaps it got used differently?
R mmm?
I For different...It became about a different purpose?
R Yeah, and maybe that was, I mean I...I suppose to a degree that would
have been helpful but to be honest that was happening a lot outside o f the 
group anyway and I wouldn’t say it was particularly containing the 
discussions that we were having in the group. So for example one person 
might come in and be feeling quite happy about something and then would 
be instantly swamped by the (laughs) sort of mood of the rest o f us or 
something like that and it wouldn’t be picked up on. And I think that if 
that space had been protected for what it, what I felt it was set out to be 
there for, ideally we as trainees would have taken a role in protecting that 
space. But I don’t think we were particularly aware that that was going on 
at the time -  the reflective accounts helped in kind of bringing that into 
kind o f awareness, but only afterwards it did...and then we might think
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about how we’d like do things differently in the next one but I think our 
facilitators actually had less investment in the process as we went on um 
and so did we (sniggers)
I Ok. Did CDG have any impact on your clinical practice or training at the
time?
R Erm, it definitely did in the first year and that was enabled by the fact that
my supervisor was quite open to it. It was set up quite well in the first 
year, erm. I’m talking not just our group but the whole process. We did 
have meetings to, you know we were told about the CDG and what it was 
gonna be there for. And I think because we were the first year it did evolve 
over time and it’s probably something quite different now to what it was 
when I started. And so I think it was easier to take things away fi-om the 
first year’s case discussion group, mainly because we were speaking about 
individual clients, mine or others, and other peoples work with clients 
would still then impact on my own work. But we weren’t necessarily 
discussing cases as we went on. It’s amazing, I can remember now 
individuals that were spoken about in the first year but cannot for the life of 
me remember individuals spoken about -  even mine — that would have 
been spoken about in the second and third year.
I So the impact o f those discussions that you were having?
R I couldn’t remember them, even an hour afl:er the case discussion group.
And I sometimes reflect on that with the -  we’d reflect on the fact that we 
couldn’t remember it with another member o f the group as we travelled 
home (laughs) you know. I mean this is my take on it you know it will be 
interesting to hear other people’s takes on it. I mean our group did suffer in 
a way. There was one member who was quite unwell. There were some 
odd dynamics where one of the facilitators was supervised by er, one o f the 
facilitators supervised one of the group members in one o f our case 
discussion groups and that I was I had a real bug bear about that at the 
beginning, as did the person that was supervised and was quite worried 
about it. And that was only for 6 months cos that was when we had 6 
month placements but...so there were odd things that I think didn’t make 
the process any easier and probably detracted fi*om erm what happened in 
the groups but then what we would take away. So I would say that...I 
mean the opportunity to reflect I’d say would grow and grow in me 
individually and whether that was happening just more personally and in 
supervision...
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I Yeah, they were coming to join you?
R Yeah absolutely and erm, so they wasn’t about their setting anything up, it 
was just like how can they help us think about things, um in a way that’s 
usefiil or maybe give us some direction around things. So, you know, the 
facilitator actually became less important as time went on.
I And when you were talking about in the first year and kind o f there was
lots of anxieties, it was about creating safety, do you think that was
achieved within your group?
R Yeah definitely I do and I think probably party of that was about, well it
was about the facilitator’s personality but it was also about the fact that it 
was so structured, so it was like you know, you knew you were gonna get 
your space and you know you knew you were gonna get to talk about your 
case every so many weeks, you know and its quite structured like that. I 
mean there were times were you went to CDG and its like you’d got a 
tricky case on placement and it was just like ‘just tell me what to do with 
this, you know I’m gonna see them on Thursday -  what shall I do on 
Thursday?’ and you didn’t get that, it wasn’t like you came out with some 
sort of action plan, and I think that always created fiustration cos it was just 
like, you know, for me I was on a completely CBT placement and I was 
going to this psychodynamic case discussion group and so it was like half 
the time whatever was suggested wasn’t going to be easily corporated into 
what I was actually doing. So it wasn’t like I could actually directly use it 
in the session, so there was still anxiety around ‘I’m still not sure what 
exactly I’m going to do on Thursday’ but actually the thinking about it in a 
different way, the coming at it from a different angle usually really did help 
me to work with the person. So it wasn’t just about what to do on 
Thursday, it actually helped change my thinking around the person which 
was much more long term.
I Mmm, than the kind of direct impact o f things you might apply?
R Yeah like a technique, this was about actual thinking about secondary gains 
for a person, why are they behaving in this way and that was much more 
useful actually. Its interesting that just thinking about it now with you, just 
thinking like, I had that experience and now I’m working in a CBT way cos 
it’s the only thing I feel mildly confident to do and nice guidelines and all 
that, but I’m actually setting up, well I’ve actually agreed to have 
psychodynamic, well I’m having CBT supervision, but also 
psychodynamic supervision because I just think when you are suck with 
someone and working with CBT, sometimes its really usefiil to think about 
the relationship, the dynamics of what’s going on cos that can throw some 
light on it and that was exactly the experience I had in that first year.
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Yeah, getting that kind o f different perspective that might inform you 
work, not necessarily on direct point I guess its in a sense directly but kind 
of just informing your own understanding?
R Yeah
I When you were kind o f saying that you know the frustration around almost
wanting to be told ‘what can I do with this person’, did you want to be told 
by the group or the facilitator?
R I think either
I Anybody?
R Yeah, yeah, literally anybody I mean the facilitator I spose would have
more experience, more authority so you might take it more from them, but 
to be honest, you know, the people in my group who I valued and respected 
their opinions so much, that erm, yeah, they said, ‘look you know I worked
with someone who was similar to that and I did this,’ you know. I’d have
grabbed it with both hands.
I Did the CDG impact on your clinical practice or training?
R It did. It definitely did do. I mean it didn’t to a huge extent. In that first
year definitely. There were clients which I, that I brought and it changed 
the way I thought about them, made me see them in a different light, I went 
back to supervision and said ‘look. I’ve chatted about this in CDG and I’m 
thinking about taking this approach.’ So it directly did influence in those 
ways. As the time went on and the facilitators were less, they were less 
directive and less usefiil, it impacted much less on what I was doing, you 
know, I don’t think I took a case in the third year, I can’t think that I did 
and possibly not in the second year. So yeah, I mean it was much more 
meeting and discussing things and interesting but had much less o f a direct 
impact.
I Did it have to be about cases to feel like it was going to have an impact or
did you have discussions about professional issues that might also have an 
impact?
R Yeah, they could also have an impact. I mean there probably are I can’t
(unintelligible). It might have been things like...you know, there probably 
were times when, you know I, thinking about maybe we might have talked 
about managing stress levels or sort o f going on about how you do things 
with managing case loads or ending with people or even, yeah, if  we’re 
talking about clinical I was gonna say or even managing stress more 
personally. But yeah, I mean, someone might have mentioned like a policy 
and I might of, I think I, yeah I kind o f remember thinking ‘yeah I need to 
sort of revisit that’ or, you know have an impact in other ways. But you 
don’t notice those as much I think as when directly, you know, impact on a 
case.............
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I What does the word reflection mean to you, if  anything?
R Erm, I guess maybe it might be an idea to think about what it meant to me
before the course and after the course
I Yup
R Erm, I think to be honest reflection was something that I naturally do a lot
but I wouldn’t particularly phrase it in those terms before I started the course 
and obviously there is so much focus on reflecting about everything. And 
what I’ve actually discovered is that I said while I think I do it very naturally
beforehand, when its actually got this title called ‘reflection’ I actually
almost get a but stand-offish about it all -  that’s the wrong term, um, I rebel 
against it, a little bit, well not entirely...
I For what kind o f reasons do you think?
R I think sometimes the term and the words used can almost sound a little bit
pretentious and um, I don’t know its almost like when you’re not kind o f like 
fi*aming it ‘oh your reflecting on this’ then its easier to just be sort o f like a 
natural part o f you and being sort o f um observer and participant in the 
world o f just sort of like obviously making judgements about things that 
happen and things you’ve done in the past. But when you sort of like out 
this title ‘reflection’ on it, it almost...perhaps its just the way I’ve sometimes 
seen it used, like for example the reflective groups in systemic therapy -  
while I kind o f get the idea o f them, its something that in practice just seems 
really pretentious.
I Right. It doesn’t kind of feel real or natural...
R no
I ... in a way that you’ve experienced it?
R Yeah, and I guess sometimes its...by doing all this reflection, almost you
actually forget I think what goes undemeath the reflection, by which I mean 
I guess sometimes you can sort of like spend ages analysing why something 
is important or not, but you almost forget that it is important.
I So when you were saying oh there’s kind o f the difference with pre and kind
of post training, how do you think about it now that’s kind of changed from 
before do you think?
R I think as the year and half s gone on I’ve become more comfortable with
the term. I mean I remember sort of at the beginning o f last year we had a 
task where (I’m sure you probably had the same) you have to sort o f like,
you know one group reflects and then the next group reflects on the
Page 220
reflections and then someone reflects on the reflections o f the reflections, 
and I remember then I was kind o f rolling my eyes quite a lot, where now I 
think I feel more comfortable in that process.
I What do you thinks made that kind of shift in your comfort level?
R Sometimes I think it’s just something being familiar to you. I mean if
something’s sort of like part of you life over a year or so then even if  you 
feel, even if  sort o f like almost had this slightly rebellious ides towards it 
from the beginning, as time goes on you do get more used to it and it just, 
you know, things which are familiar become part of your repertoire.
I Can you give me an example o f a time recently when you might have 
reflected?
R Erm, aside fi-om now of course?! (laughs). Erm, I guess one o f my, in my
clinical practice, beyond the normal reflections I do, there’s one particular 
client I’ve got whose having a bit o f a problem with (I’m doing my counter 
placement) he’s having a particular problem with his school which has, I 
guess, stirred up some personal feeling for me because its actually in some 
ways quite a similar situation to which I was in. And I’ve noticed my 
emotional reaction towards the school being quite strong and so I guess I’ve 
been reflecting quite a lot on, you know what my own experiences bring to 
that and how it might be influencing my practice, how you know, I guess 
making sure I know what perhaps is quite a healthy clinical appropriate 
emotional reaction to have when to be honest I think the school is doing 
something which I think should be pulled up about, um, what actually is my 
emotional baggage coming in?
I Yeah, a kind of unpicking of what’s yours, what’s theirs in that incident.
R Mmm yeah.
I Would you say that reflection happens within the case discussion groups?
R Sometimes. I guess after my...when I think o f the cases we’ve discussed
recently, it generally seems to be more of a... I guess people are reflecting on 
what they’re finding difficult but it almost seems more practically focused, 
so people offering solutions o f what they could do or you know, new things 
they might try, which I guess is reflective in a way but it’s a different a 
different level of reflection -  I don’t think there’s particularly that deep
reflection about what we bring to our cases.
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PARTICIPANT (13) - QUALIFIED
I And something you said earlier about in the first year that, kind o f  helped that
they were a group member rather than a facilitator?
R No, think in the first year it was veiy much a kind o f supervisor in a group sort
of relationship. In the second year again I think there was quite a distance 
between us. And in third year although, you know, in terms o f style and things 
the facilitator was much more clearly ‘Fm a facilitator’ I think that actually made 
her part of the group for us more or somebody who we could of, were glad to 
have there and who sort o f added to it.
I It was easier for them to be part o f the group?
R Yes, I mean that was kind o f the best I guess integration we got but I’m not
really sure if a facilitator -  particularly one who is a course team member, can 
ever be a kind of equal within the group. I think there are power differences there 
and that’s just a fact o f  somebody having a position of evaluation over you
I How do you think those power differences play out in the group? I use the term
loosely for that but em...
R ... Well I think for us the facilitator had the power to shut down conversations so
I think that was the most marked um ...
I And was that a difference because they were on the course team or had that have
been an external person shutting down as well?
R I think an external person could have shut down things but I’m not sure that we
would have been aware of kind of maybe personal background or context to 
them. We possibly wouldn’t have come across them in other places and so had 
hangovers fi-om reactions or experiences that we had together before. And I think 
also perhaps with an external facilitator, there wouldn’t be that sense o f ‘CDGs 
are something really highly valued on the course’. We don’t think this is working 
but we can’t actually express that because we have to be sent to be reflective and 
loving CDG. And also we feel like bad trainees for not being like that and 
‘what’s wrong with us? Are we doomed as clinical psychologists because we are 
not benefiting fi-om this experience?’ And also we don’t want to hurt the course 
and sort of...
I As you said kind of feeling a little protective?
R Yes
I So that dual role seemed to have played quite a part in...
R Yes I think it did, I think it was quite important
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I And looking back over the different years of training, did the way you personally 
used CDG change or did it stay the same across the years do you think?
R Definitely it changed in my expectations o f it. I think I had quite high hopes for it
in the first year which were dashed pretty quickly.
I Where did those high hopes come from?
R W ell... I don’t know where they came fi-om but I think in terms o f the way it was
sold to us as being an opportunity to reflect, to discuss cases, to support each 
other -  it sounded like it should have been a good thing. So in my first year it 
was veiy much about case presentation and we took it in turns to present quite 
formally and there wasn’t much space for anything else within that. And second 
year we had much more o f a kind o f professional issues focus and that was much 
easier to sort o f think ‘ooh I ’ve been in this situation’ or T’ve been in this 
service’ so it was really helpful to sort of discuss that. And then I think by the 
third year on one hand we were, I think most of us felt pushed for time and we 
had so much going on that I think we were less engaged as a group. I think we 
were also probably less worried about being less engaged because we’d kind o f 
lost faith in the CDG process I guess, and viewed it as something that needed to 
be got through. Throughout our third year we never had all members there -  
someone was always off sick or on study leave or something like that, which 
again our facilitator noticed.
I But you felt that reflected in some ways disillusion with the process?
R Yes, disillusion and also the fact that it wasn’t valued. I mean obviously our
facilitator commented on how the other groups she’d facilitated -  you would 
always have eveiyone there and people were sick and coming in to do the group 
and they were having extra sessions sort o f between breaks in groups and they 
would meet up for lunch on study days and invite the facilitator along and things 
like that.
I How did that make you think about your group when she was saying that’s how
other groups had operated?
R Well it wasn’t a surprise to us because we knew all that was going on. We knew
that that wasn’t us and I think we’d come to terms with our sense o f failure as a 
group and resided ourselves to the fact that we had good relationships between 
individuals within the group but definitely not a group identity and that that was 
kind of good enough for us. If there were a couple of people that we could 
support and be supported by then that actually perhaps worked better for us. So I 
guess in the third year, the second half of the third year anyway which was more 
of a kind of group process and our disillusionment with clinical psychology and 
kind of why that was. So it did change an awfiil lot.
I Does CDG have any impact on your clinical practice or training?
R I think there are a couple of incidences perhaps during the second year and
maybe the third year where we did sort o f have discussions around situations in a
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team or professional issues, which was a very useful thing and sort of clarified 
thinking or changed thinking on the topic. And that was really helpful. In many 
ways I think perhaps the most helpful thing about the whole process was actually 
having to think quite explicitly about group dynamics and group processes and 
why it wasn’t working, which you probably wouldn’t get in a group that did 
work. Thinking ‘what dies it mean to be part o f a group? When is a group useful? 
When aren’t they usefiil? What should the role o f the facilitator be? How can that 
vary? If f  find myself needing to run a group what have I leam’t from this 
process? If I’m in a team -  well I will be in a team -  what is the position o f a 
psychologist in that team in the sense o f kind of being part of the group? What 
are your responsibilities? And also how do you address things when they’re 
going awiy?
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PARTICIPANT (19) -  1^^ Y r
I Yeah
R Erm, yeah, may [be], no, no I don’t mean that what I mean is it doesn’t, I spose it 
doesn’t come naturally still and we have to sort o f think about it and sort of 
make a conscious decision to do it.
I Yeah, almost kind to having to sort of raise your awareness T’ll reflect on this’
and know it’s becoming part of your thought process
R Yeah
I And I was thinking about that in relation to where you are in your training, that
it’s not coming naturally, not at a point where it’s coming naturally yet and 
what that’s like in comparison to kind of before you started training -  what’s 
that transition been like?
R Erm (long pause) I think, I mean before I started training I was in a...m y clinical 
work was mainly, wasn’t assistant work, so it was only in the sort o f  6 months 
before training that I had my first experience of being supervised and that’s the 
point where this kind o f whole idea of reflection got introduced to me, so I feel 
like I’m a bit green around the gills about it really. Although it’s something 
that when I sort o f make a decision to do it I find I can, but I think what I don’t 
so is when I’m sort of in that describing a case mode I don’t kind o f stop and 
think and insert my reflections sort of throughout, I almost see it as well once 
I’ve sort o f described the case, formulation, intervention, then I’ll do my kind 
of verbal paragraph of reflection at the end. So that’s how it feels like it 
doesn’t come quite so naturally yet. I think that as it becomes more of a kind 
of natural process I’ll probably, you know, that will be something of. I ’ll be 
doing it all of the time does that make sense? I’ll be doing it, sort o f as I’m 
describing people I’ll be thinking about you know.
I And that’s something that you’re anticipating is going to happen over time?
R I think so yeah. I don’t feel anxious that it won’t -  is the only way that I can
describe it, I don’t feel anxious that that won’t come (pause). I find the 
process of doing it with somebody else far easier than doing it on my own
I And what would you say that kind of...I was going to say would you say that
kind o f occurs within the group that it’s easier to reflect, but actually from 
what you’re saying it doesn’t feel like its always reflection that is happening. 
But what it is about that experience with doing it with someone else that 
makes it easier at the moment?
R I think because I kind of, I spose reflection is kind of a conversation with 
yourself isn’t it? And I think if you can actually have that conversation with 
another person, it just feels, I feel like I’m more likely to kind of come up with 
ideas about things in that kind o f interaction with somebody else, I know I sort
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of, you know, if Fm sort o f actively sort of reflecting on something F11 use a 
journal and sort of writing it helps as well cos it’s again, its like more of 
conversation, I can sort o f write questions to myself; ‘was it this? Was it that?’ 
So yeah, I think it’s about being able to act out the conversation you have...
I Yeah, with another...
R ...with another person and also with somebody else who is kind of 
psychologically minded, but then, I don’t know whether that matters so much 
cos I can think o f some fairly sort of big revelations that Fve had when Fve 
been discussing people with CPNs and so...
I Yeah, so its not necessarily something that’s specific to the profession that would 
help you develop that?
R No, I don’t think so. I think it’s just, it’s just getting used to having a space
where you can sit down and kind of discuss your thoughts and feelings about
someone, which again I didn’t have before training cos Fm in quite an unusual 
job so, yeah that for me....and I think it’s a bit of, it’s probably a bit of
needing affirmation as well, its probably a bit o f being able to say, ‘well I kind
of felt like this was happening’ and then somebody else says ‘yeah, like you 
know, sounds like that was happening.’ There’s jus a bit, it’s a bit self 
affirming, I think you need that sometimes when you’re not quite, you know, 
you are inexperienced so...
I So confirming kind of that what you thought and felt was valid?
R Yeah, I think so, I think that’s what it’s about, what part o f it’s about.
I Ok, what in your opinion is the role of the facilitator in the CDG?
I (Long pause). I think to do just that really, that just to facilitate in so much as
erm, sort o f keeping things focused, keeping things on track, making sure that
conversations are not sort of wandering off into great narratives but actually 
we’re sort o f we’re focusing on what we’re to do. And I think particularly at 
the beginning when you get into those groups, if  you’re someone who hasn’t 
sort o f had kind of case discussion group, any kind of format for group 
discussion around a case before it can be a bit bewildering about like well 
‘what do we do here? How do we start?’ I think at the beginning its really 
important to have like a gentle sort o f shove in the right direction fi-om your 
facilitator. But I suppose I see it as just sort of yeah, just monitoring the 
process, making sure that eveiybody’s sort of using the group appropriately.
I And how does that get decided, what’s appropriate do you think?
R I mean we had quite an explicit discussion about it really in our first, I mean she
pretty much gave it to us and said, you know ‘How do you understand what 
this space is about?’ and ‘how do you want to use it?’ and ‘how do you want 
to structure the sessions?’ There wasn’t really, there haven’t really been any
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situations where somebody’s really sort o f brought something inappropriate 
or, has just tried to use the group for something different, I think we all sort 
of...and I think you’d quickly develop sort of, quite an easy and open dialogue 
wit the people in your CDG so I think if somebody thought that you know, 
that somebody was maybe not using the group how we’d agreed then I think it 
would be safe and acceptable to be able, just to say that.
I Yeah, to bring it to their attention. OK. Do you think the case discussion groups 
have any impact on your clinical practice or training or your role as a 
psychologist in general?
R (long pause) its really difficult to think about, to kind of separate that from 
supervision, cos I have group supervision as well so the two always kind of get 
blurred in my mind but, I think it anything (I feel quite bad about saying this 
but). I’m not sort o f saying that it doesn’t contribute to my training or that it 
doesn’t, but the main sort of function o f it for us, for our particular group 
seems to have been to have somewhere where you can take your uncertainties 
and insecurities and, because, as much as you , as much as ideally you would 
do that in supervision, your mindful the whole time that your supervisor has an 
evaluative role and it’s not always ok to go in and say like you know T’m 
terrified about working with this client, I don’t know what to do’ (laughs)
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Appendix 9: Sample of analysed transcript
Page 228
1
2 
3
m
5
6
7
8 
9  
10 
11 
Î2
13
14
1 5
1 6
1 7
1 8  
1 9
I n t e r v i e w  W S 1 0 0 1 3  — Q u a l i f i e d
I
tejlecJien R
Cfivi«eci^ w-tv
ljackAclArik)<\tr
timé : :
W h a t  d o e s  t h e  w o r d  r e f l e c t i o n  m e a n  t o  y o u  i f  a n y t h i n g ?
I  t h i n k  t h a t  w a s  o n e  o f  t h e  k i n d  o f  b i g  m y s t e r i e s  e s p e c i a l l y  s o r t  
w h e n  w e  f i r s t  s t a r t e d  t h a t  t h e r e  w e r e  t h e s e  k i n d s  o f  a s s u m p t i o n s  ^  
t h a t  w e  k i n d  o f  n e w  w h a t  r e f l e c t i v e  p m c t i c e  w a s  o r  w h a t  t o  r e f l e c t  
m e a n t  a n d  I  c e r t a i n l y  d i d n ’ t  I  c a m e  f r o m  a  v e r y  k i n d  o f . . . w e  w e r e  ( A j t w e r t O E  
w o r k i n g  i n  a  v e r y  b e h a v i o u r a l  t e a m  b e f o r e  a n d  I ' d  o n l y  h a d  
a s s i s t a n t  p o s t  u r n  a n d  d e f i n i t e l y  d i d n ’ t  d o  k i n d  o f  r e f l e c t i n g .  Y o u  
k n o w  i n  a  s e n s e  1 r e c o g n i s e d  a n y w a y  s o  I  g u e s s  1 k i n d  o f  u r n  
b u m b l e d  a l o n g  f o r  a  w h i l e
B u t  y o u  f e l t  t h a t  t h e r e  w a s  a n  a s s u m p t i o n  p e r h a p s  t h a t  p e r h a p s  y o u  
s h o u l d  k n o w ?
R  Y e s  t h a t  w e  s h o u l d  k n o w . . . a n d  i t ’ s  l i k e  s o r t  o f  w h e r e  d o e s  r e f l e c t i o n
c W A m t  o i - h t /  d i f f e r  f r o m  o p i n i o n ?  W h a t  d o e s  i t  m e a n ?  I s  i t  j u s t  b e i n g  t h o u g h t f u l  D ô / W a ^  
.  a b o u t  y o u r  p o s i t i o n  i n  t h i n g s ?  a n d  t h i n k i n g  a b o u t  t h e  i n f l u e n c e s  o n  
y o u r  d e c i s i o n s  i n  p r a c t i c e ,  t h i n k i n g  a b o u t  y o u r  p r a c t i c e ,  a b o u t  
p r e v i o u s  p r a c t i c e  a n d  w h a t  w h a t  h a p p e n e d ,  w i i a l  w a s  g o o d  w t i a t  
w a s  b a d  w h a t  c o u l d  b e  c h a n g e d  k i n d  o f  t h i n g .  U m ,  o r  i s  H  
s o m e t h i n g  m u c h  m o r e  k i n d  o f  m y s t e r i o u s ?  ( l a u g h s )
Ev&iWlbvf :: 
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i n  w h a t  s e n s e  m y s t e r i o u s ?
W e l l ,  i n  t h a t  I t h i n k  i t  w a s  n e v e r  d e f i n e d ,  s o  t h e r e  w a s  n e v e r  t h a t  
k i n d  o f  r e a s s u r a n c e  o f  y e s  y o u  a r e  b e i n g  r e f l e c t i v e  -  y e s  y o u  a r e  
k i n d  o f  d o i n g  i f  a n d  I  s u p p o s e  y o u  j u s t  t h i n k  r e f l e c t i v e  a c c o u n t s 71
w e r e  o n e  w a y  t o  k i n d  o f  g e t  t h a t  f e e d b a c k .  B i d  o p i n i o n  s e e m s  t o  
d i ^ e r  h u g e l y  b e l v / e e n  m a r k e r s  a s  t o  w h a t  i s  r e f l e c t i o n  w h a t  i s  -  
o p i n i o n  a n d  t h a t  k i n d  o f  t h i n g  s o  . . y e a h  I  g u e s s  f o r  m e  t h e r e  i s  a  
s e n s e  o f  n e v e r  r e a l t y  k n o w i n g  w h e t h e r  1  h a v e  a  d e f i n i t i o n  o f  
r e f l e c t i o n  o r  w h e t h e r  m y  d e f i n i t i o n  i s  w h a t  m a t c h e s  t h e  k i n d  o f  
a p p r o v e d  d e f i n i t i o n .
A n d  h a v e  y o u  f o r m e d  a  c o n c l u s i o n  o n  t h a t  o r  j u s t  t h a t  y o u ’ r e  l e f t  
w i t h  t h o s e  q u e s t i o n s ?
I ' m  s t i l l  l e f t  w i t h  t h o s e  q u e s t i o n s .  I  k i n d  o f ,  I  g u e s s  n o w  t h a t  i ' v e  s o r t  Lack  d > -  c i a r i L  
o f  s u r v i v e d  t r a i n i n g  I v ’ e  k i n d  o f  g o t  t h e  a s s u m p t i o n  ' w e l l  I m u s t  b e  
s o r t  o f  e i t h e r  d o i n g  ( t  r i g h t  o r  f o o l i n g  e v e r y o n e  I n t o  d o i n g  I t  r i g h f
( l a u g h s )  I  m u s t  b e  o k
A n d  h a v e  y o u  g o t  k i n d  o f  s p e c i f i c  e x a m p l e s  o f  k i n d  o f  t i m e s  i n  y o u r  
m i n d  y o u ’ v e  r e f l e c t e d  -  h o w e v e r  y o u ' v e  d e f i n e d  i t ?
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4 8  j u  R  Y e a h  u m  I  t h i n k  i n  a  b r o a d e r  s e n s e  k i n d  o f  r e f l e c t i n g  o n  w o r k  p  ,
4 9  A *  f  ,  p l a c e m e n t s  w h e r e  p o s i t i v e  e x p e r i e n c e  o r  o t h e r w i s e ,  y e a h  i n  a  ^
5 0  b r o a d  s e n s e .  S o ,  w h e n  a  s u p e r v i s o r  a n d  I  w e r e  h a v i n g  r e a l
5 1  p r o b l e m s  d o i n g  j o i n t  a s s e s s m e n t s  u m  I n  t h a t  I e x p e r i e n c e d  h e r  a s
5 2  Æ  C M  i / A ( O c i - c f y  k i n d  o f  j u m p i n g  i n  w h e n  I was  m e a n t  t o  b e  l e a d i n g  a n d  t h e n  k i n d  o f ^  .
5 3  k>eh^ M(SVK.r t h a t  w o u l d  t h e n  s i l e n c e  m e ,  s o r t  o f  s o  m u c h  I  f o u n d  h e r  d o i n g i / l > " t © % -
5 4  e v e r y t h i n g .  A n d  b e t w e e n  u s  t h i n k i n g  a b o u t ,  w h y  t i i a t  w a s
5 5  ^  w h a t  I  g u e s s  w h a t  w e r e  o u r  d i f f e r e n t  u n d e r s t a n d i n g s  o f
5 6  w h y  e a c h  o t h e r s  b e h a v i o u r  i n  t h o s e  s e s s i o n s  a n d  t h e n  h o w  t h a t  
w a s  c h a n g e d .
5 9  I  S o  t h e r e  w a s  a  p r o c e s s  o f  t h i n k i n g  i t  t h r o u g h  t o g e t h e r ?
6 0
6 1  A c r q p t -  R  .  Y e s ,  y e a h  a n d  I  g u e s s ,  w e l l ,  1 t h i n k  b e f o r e  t h a t  s o r t  o f  o n  m y  o w n  p  lyUÛr.}
6 2  '  t h i n k i n g  ‘ t h i s  i s n ’ t  w o r k i n g ,  w h a t  m i g h t  b e  g o i n g  w r o n g  h e r e ? '  A n d  I f
6 3  c g a s o c v S  g u e s s  s o r t  o f  t h i n k i n g  m u c h  m o r e  e x p l i c i t l y  t h r o u g h  m y  s o r t  o f
6 4  A -  i l .  e x p e r i e n c e  o f  t h e  s e s s i o n  a n d  s o  w h a t  i s  h a p p e n i n g  t h e r e .  A n d  t o  n
6 5  t h e n  b e  a b l e  t o  h a v e  t h a t  c o n v e r s a t i o n  w i t h  h e r  a n d  t h i n k  t h r o u g h
66 t h i n g s  together. T h a t ’ s  I g u e s s  o n e  e x a m p l e .  I t h i n k  I  m e a n  R;
^ 7  r  ;  T ,  ; \  r e f l e c t i n g  b a c k  o n  c l i e n t s  a b o u t  m a y b e  w h e r e  t h i n g s  w e r e
6 8  - ÿ t f t i  s u c c e s s f u l ,  w h y  t h e y  w e r e  u n s u c c e s s f u l ,  w h y responded
d i f f e r e n t l y  t o  c e r t a i n  c l i e n t s  o r  k i n d  o f  o f f e r i n g  l a t e r  a p p m n h n e n t s  t o  
7 ^  m a y b e  a  p a r t i w l a r  f a m i l y  t h a n  I  w o u l d  d o  t o  o t h e r s .  S o  I  g u e s s  A ' s . j j c j ' u C ü Ÿ ,
7 1  A v H w c o  y e a h ,  t h a t ’ s  m e  s o r t  o f ,  t h e  e x a m p l e s  s u g g e s t  i t ' s  a  p r o c e s s  o f  _
7 2  £  =■ w o r k i n g  o u t  w h y  I ’ v e  d o n e  w h a t  I ' v e  d o n e73 *
7 4  I  B u t  s o m e t i m e s  y o u  w e r e  k i n d  o f  s a y i n g  w h y  t h i n g s  w e r e  s u c c e s s f u l
7 5  a s  w e l l  a s  l e s s  s u c c e s s f u l ?
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7 7  R  Y e s ,  t h a t ’ s  p a r t  o f  i t .  Y e a h  t h e r e  i s  t h a t .
7 8
7 9  . I  O k ,  w o u l d  y o u  s a y  t h a t  r e f l e c t i o n  h a p p e n s  i n  t h e  c a s e  d i s c u s s i o n
8 0  g r o u p  y o u  a r e  p a r t  o f ?
 ^^ ^ ‘if< 2 .  R  N o t  r e a l l y  b e c a u s e  o u r  g r o u p  d i d n ’ t  f u n c t i o n  v e r y  w e l l .  I t  w a s n ’ t  a
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8 4  f  ^  h o n e s t  c o n v e r s a t i o n s  o r  I  g u e s s  p r e s e n t  d i l e m m a s  o r  s o r t  o f  c D ^ -
8 5  f é i t a l o y  M s V  f e e l i n g s  o f  n o t  k n o w i n g  -  a t  l e a s t  p r o b a b l y  f o r  t h e  f i r s t  t w o  y e a r s  - 1
f  t l i i n k  t h e  t h i r d  y e a r  w a s  a  h i t  m o r e  s u c c e s s f u l  o n  t h a t  f r o n t  ( W
8 7  V Z t r O A g V ,  o r t /  y r : -  .
8 8  I  S o  s o m e t h i n g  a b o u t  t h e  w a y  t h e  g r o u p  w a s  f u n c t i o n i n g ?
8 9
9 0  R  Y e a h ,  v e r y  m u c h  a b o u t  t h e  w a y  t h e  g r o u p  f u n c t i o n e d  t t i a t
9 1  p r e v e n t e d  t h a t .
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